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GUEST EDITORIAL 


Adoption 
Basic Principles as Viewed by One Agency 


“<a better or for worse—till death do us part” is always a serious vow and doubly 
so in adoption when one of the human beings involved is too young to have a part 
in a decision that will affect him for life. Recently adoption has been the subject of 
many articles, wise and otherwise, with conflict of opinion not unusual, so it seems 


pertinent to state the points considered basic by one agency. 


The natural parent is usually an unmarried mother, usually laden with guilt about 
her predicament and concern about the future. For the sake of that future the mother 
should know her baby is not being taken from her but rather that she is an effective 
person who is carrying out the plan she believes best. She should be offered help to 
know her strength as well as her problems, to know intellectually and emotionally the 
finality and loss in the plan which she is choosing because of conviction that its values 
are greater than its losses. Pain is inherent in this; it cannot be taken away or borne 
for her. The mother has a right to have her pain appreciated and respected rather 
than obscured, and help to get it out so that the wound may not heal over prematurely. 
When a mother does not know her pain and loss, and knows it inheres’in a decision 
she had made, there is serious risk she may be the mother who is later haunted by 
regret or guilt, or who tries to change her mind and get the child. back. Some specifics 
are needed from the mother: information about her baby’s medical background and 
current health, information about the social background and human qualities of his 
progenitors, parental responsibility that stands back of him until plans can be com- 
pleted, and finally the decision and legal steps that make him available. The method 
of working with a mother can be such that at the final signing of legal papers and per- 
haps with tears running down her cheeks, she says, ‘“This hurts, but there has been 
good in it. I had my baby only a short time but I have loved him truly and given him a 
good life. I began it the wrong way but I ended by being a good mother. I have grown 
up, and although I understand what attracted me to the baby’s father I would not fall 
into that again, because it is not what I want to make of my life.” 


To the baby we owe, among other things, parents sufficiently like him so that as years 
go by he will feel understood and valued. This presupposes that there is in him some- 
thing inherently his, and that the home is chosen for the fulfillment of the child rather 
than the protection of the mother or the satisfaction of the foster parents, important as 
these are. This agency believes that there are qualities and capacities inherent in the 
tiny baby. The environment, i.e., his adoptive family, influences whether he makes 
the most or the least of his capacities but it does not alter basic quality. Frequently 
this quality is found to be different from the known parents, grandparents, etc. Only 
a study of the child himself tells which of the ancestral possibilities is actually present 
The resources of several professions are used to weld into a whole the knowledge of 
the child’s physical endowment, intellectual capacity, the qualities of discrimination, 
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forcefulness, sensitivity, placidity, etc., shown in relation to people. For the average 
baby under favorable conditions such knowledge can be had at four to five months of age. 


Adoption may appear the simple and obvious answer for couples unable to have their 
own children. In actuality it is very satisfying to some couples but it is not simple. 
It-is a substitute for that which would have been better, own children, and the sub- 
stitute cannot be whole-heartedly accepted until own children have been relinquished 
and sterility accepted. Sterility stirs feeling. It can strain a marital relationship or an 
individual’s feeling about himself. Moreover, no matter how satisfying the adopted 
child is, he will always have something separate from his parents, perhaps symbolized 
in features unlike theirs, or the inevitable questions about himself with which he will 
need his parents’ help. It requires a neat balance to assimilate this difference without 
magnifying or evading it. While the difference is inevitably present, it is good to have 
as much likeness as possible—likeness of physical type, of intellectual level, of sensi- 
tivity and pace. In determining whether a family can take a child with rich satisfac- 
tion to themselves and to him, the couple’s hopes and fears, their qualities of sympathy 
and sturdiness are no less important than their income, education, and status. The 
great majority of couples who want to adopt are fine people. They come from all walks 
of life, which is fortunate as differing qualities in the babies need this breadth of choice. 
Because there are at least seven times as many families as children available, and few 
families are of a quality that calls for rejection, the disappointing delay in finding a 
child is understandable. The statement that “hundreds of children” need but do not 
get adoption is simply not accurate. There are many children in need of some kind of 
care from society but they are not available for adoption because they have parents who 
maintain their legal and human connection, or the children themselves have conditions 
of health, age, dullness or instability with which an adopting family could not be com- 
fortable. 


There are some babies to whom agency service should be available and now is not; 
agencies should prepare to offer it. One of the greatest deterrents to this is the insuf- 
ficiency of available personnel with good training and depth of human understanding. 

: Since training means two years of graduate work (academic study and supervised 
practice), since the field of social work is expanding rapidly, the salary level is not 
high, women constitute a large part of the profession and many leave it for matrimony, 
no improvement in the personnel situation has been noted. 


Lots BENEDICT 


Miss Benedict is Director of Case Work and Assistant General Secretary of the Children’s 
Home Society of Virginia. 
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SURGICAL ASPECTS OF CERTAIN NON-MALIGNANT COLON CONDITIONS: 
CHRONIC NON-SPECIFIC ULCERATIVE COLITIS, 
DIVERTICULITIS, MEGACOLON* 


Harvey B. Stone, M.D., 


Baltimore, Maryland. 


(Introductory Remarks.) It is a great honor to be 
invited to serve as guest speaker under the auspices 
of the J. Shelton Horsley Memorial Lectureship, and 
I am keenly aware of the compliment and very grate- 
ful for it. It is particularly appreciated as I hap- 
pened to know Dr. J. Shelton Horsley very well per- 
sonally and was an admirer of his many remarkable 
qualities. Those of us who met him at meetings well 
remember his restless energy, his insatiable sci- 
entific curiosity, his original approach to many prob- 
lems and the boldness with which he undertook their 
solutions. The many honors and recognitions that 
he won attest to the success of his professional ca- 
reer. I should like to record a personal note of ob- 
ligation to him. He befriended me as a young and 
unknown surgeon. He gave me welcome, advice, and 
encouragement in the various groups in which he was 
an older and distinguished member. It is a happy 
opportunity to share in this annual occasion held in 
his honor, and I am grateful indeed to Dr. Guy 
Horsley for the invitation to be here. 


Everyone who reads, either in the medical pro- 
fession or the general public, must be aware of the 
great emphasis that is being placed on malignant 
disease at the present time. Cancer of the colon has 
received its fair share of such attention. One cannot 
help hoping that some good may result from this 
wide-spread interest, but at the same time it may be 
feared that other important conditions may suffer 
unmerited loss of interest. With this in mind, it 
seemed appropriate to discuss at this time certain 
non-malignant conditions affecting the colon, with 
especial emphasis on the surgical aspects of these 
conditions. 


CHRONIC ULCERATIVE COLITIS 


Under this and similar names is included a group 
of conditions affecting the large bowel that is best 
described by exclusion and negative. Thus, one may 
say that it is an inflammatory state of the colon not 
apparently due to bacillary infection or ameebic in- 


*The J. Shelton Horsley Memorial Lecture presented 
at the Richmond Academy of Medicine, Richmond, April 
11, 1950. 


festation, not tuberculous or syphilitic, not due in 
fact to any known and proved causal factor and 
hence the terms idiopathic or cryptogenetic some- 
times used to designate this form of chronic colitis. 
It is not even certain that we are dealing with a true 
disease entity. Perhaps several similar clinical pic- 
tures of different etiology are being grouped together, 
and we should speak of it as a syndrome rather than 
a disease. It is unprofitable to discuss here the 
numerous theories of causation, none of which so far 
has been accepted as valid. Nor shall I consider in 
detail the numerous and varied symptoms and com- 
plications that should be familiar to all. It is enough 
to say that the widest variation of intensity exists, 
from a mild disturbance of colon function, with some 
blood and mucus in the stool, up to terrible fulminant 
attack that may overwhelm the patient and result in 
death in a few weeks. Also the history of individual 
cases may show varying periods of apparent recov- 
ery with frequent relapses, or may be almost sta- 
tionary, or may be slowly but steadily downward. 
The treatment of the condition is primarily medical, 
but there is no specific uniformly successful method. 
In general, supportive and symptomatic measures 
are employed, with varying degrees of success. There 
arise certain situations in which surgical aid seems 
desirable. The indications for such surgery, its ra- 
tionale, and what may be expected in the way of 
results are the matters that the writer wishes to em- 
phasize. 


In general, it may be said that surgery should not 
be invoked until medical care has failed. Thus the 
static cases that fail to improve over long periods 
of treatment running to months or years—and those 
that grow worse in spite of treatment—constitute the 
conditions for operative help. Yet certain qualifi- 
cations must be recorded. For instance, the writer 
saw a young woman, who had been ill for a year and 
a half, steadily but slowly growing worse in spite 
of the best known medical management. She had 
been hospitalized for a number of weeks without im- 
provement. She had lost much weight, ran a daily 
fever, had frequent bloody and purulent stools. The 
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proctoscopic examination showed a highly inflamed 
mucosa, bleeding easily, with many ulcers. The pa- 
tient was advised to have an ileostomy done. When 
the nature of the operation was explained to her she 
baulked. She decided to leave the hospital, and 
against advice went home. Some months later I in- 
quired about her, expecting to learn that she was 
dead. On the contrary, I heard that she had aban- 
doned all treatment, eaten everything she wished, 
started forthwith to improve, and was now appar- 
ently nearly well. This case, I think, must be put 
down as one of the characteristic but unpredictable 
remissions so well known to occur at times in the 
course of the disease. 


The decision of the patient to disregard surgical 
advice is not always followed by such a happy out- 
come. Another young woman was seen in the midst 
of a much shorter but sharper illness. After only 
six weeks, she was gravely ill. She -had lost thirty 
pounds, was suffering severe and almost constant 
abdominal griping pain, had a high fever and al- 
most constant diarrheal discharges. It was a ques- 
tion whether she would tolerate any surgical inter- 
vention, but as this seemed literally her last resort, 
operation was advised. She refused, and was taken 
home to a town fifty miles away. Two weeks later 
she was brought back by ambulance, arrived in 
moribund condition, and died a few hours after ad- 
mission to the hospital without operation. Autopsy 
revealed a large bowel almost destroyed by ulcera- 
tion, with five separate perforations, and general 
peritonitis. Whether ileostomy at the time advised 
might have forestalled this final development is, of 
course, impossible to say. 

The surgical principle of treatment is to throw the 
entire colon, or at least that part of it involved in 
disease if the process is segmental, entirely out of 
physiological function by diverting the food and in- 
testinal contents out of the colon. In general this is 
now accomplished by performing a complete trans- 
verse ileostomy, bringing the severed end of the ileum 
out on the abdominal wall. The colon is put at rest, 
and it is hoped that with rest healing may take place, 
or at least the further progress of the disease may be 
checked. How successful is this form of treatment? 
Opinions vary. The writer would state his experi- 
ence about as follows: Three different consequences 
may follow the doing of an ileostomy. The colon may 
heal. All symptoms may disappear. The x-ray and 
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proctoscopic examinations of the colon may show a 
return to normal. The improvement may justify a 
closure of the ileostomy. Before this decision is 
reached the writer has employed the following test. A 
liter of normal salt solution is injected into the rec- 
tum, and then expelled. It is collected, centrifuged, 
and the sediment examined microscopically for pus 
and blood cells. If none are found, the closure of the 
ileostomy is advised. Unfortunately the percentage 
of cases falling within this first group is small, per- 
haps not over 10%. A much larger group comprises 
patients who show great clinical improvement, in 
fact an apparent general systemic recovery with dis- 
appearance of complaints. But the colon itself is not 
healed. Examination shows persistent signs of in- 
flammation of the mucosa and it is quite evident that 
it would be unwise to close the ileostomy. These 
patients often are quite able to resume their usual 
occupations with the ileostomy still open. They pre- 
sent a problem as to their future course. Some of my 
cases have continued in this same status for many 
years, without change. However, some of them grad- 
ually develop increasing trouble in the form of in- 
creasing discharge from the defunctionated colon. 
A few of them develop malignant changes in the 
colon, as recently emphasized by Sauer and Bargen 
of the Mayo Clinic!. When such circumstances im- 
pend, the decision should be made to give up hope 
of salvaging the colon, and a total colectomy should 
be performed, with of course the resultant perma- 
nence of the ileostomy. Still a third category of cases 
is that in which the patient makes neither a local nor 
a general recovery following ileostomy, but continues 
progressively down hill. As soon as this situation be- 
comes clear, and as soon as the patient’s recovery and 
adjustment to the ileostomy is established, there is 
nothing to be gained by further delay. The comple- 
tion of the treatment of such cases is early total 
colectomy. 


The account just given represents the personal 
views of the writer in regard to the surgical treat- 
ment of chronic non-specific ulcerative colitis, and 
it is closely similar to that of a number of other sur- 
geons. In this view, it becomes of importance to 
distinguish as soon as possible those cases that may 
be destined to have an ileostomy done, and to do it 
early, in the hope that the percentage of cases com- 
pletely cured, in whom the ileostomy may safely be 


closed, can be increased, and that the number ulti- 
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mately requiring total colectomy may be diminished. 

Not everyone takes this attitude toward the role 
of ileostomy in the treatment of chronic ulcerative 
colitis. Dr. Henry Cave, in various statements, has 
advanced the view that ileostomy should not be re- 
garded as a definitive treatment for these patients, 
but merely as the first stage of a program leading to 
total colectomy. Dr. P. H. T. Thorlakson? goes even 
further in this direction. He feels that cases recov- 
ering after simple ileostomy would probably have 
had a spontaneous recovery anyhow and that the op- 
eration was unnecessary. All the others, he thinks 
should uniformly have ileostomy followed by total 
colectomy, after the decision has been made that they 
require operative treatment. This is not the place to 
elaborate further discussion. It should be said, how- 
ever, that the experience at the Lahey Clinic en- 
dorses my own opinion that relatively early ileostomy 
in cases that are not doing well will give a larger num- 
ber of apparent cures with closure of the ileostomy. 


Before dismissing this topic, on which so much 
more might be said, attention should be called to the 
rare, but quite recognizable, type of case in which 
the disease is limited to a segment of the colon, the 
rest of the large bowel being practically normal. In 
these cases, early colectomy of the involved segment, 
with either immediate or delayed anastomosis is the 
advised treatment. Also a word about the technique 
of ileostomy. There are a number of more or less 
complicated procedures published. My own choice 
is a small incision, a direct and simple division of 
the low ileum, with closure of the distal end and ex- 
ternalization of the proximal stump in the same 
wound. In summary, it is important to recognize 
that chronic ulcerative colitis is a fairly common 
condition, that it presents a wide range of intensity, 
that it is characterized by periods of remission and 
recurrence, and that the methods of medical man- 
agement not infrequently fail to cure protracted cases 
or to check fulminant cases. In such circumstances, 
surgery in the form of ileostomy, to put the colon at 
rest, offers definite benefit. There is division of opin- 
ion as to whether ileostomy should be regarded as an 
independent procedure, to be followed only occa- 
sionally by colectomy, or merely as the first step in 
the necessary performance of a colectomy. My own 
opinion favors the first view, with the consequent 
feeling that earlier ileostomy will yield a larger per- 
centage of cases in whom recovery will justify the 
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closure of the ileostomy and the avoidance of co- 
lectomy. 
DIVERTICULITIS 

For a condition of relatively recent general recog- 
nition a great deal has been said and written about 
diverticulosis and diverticulitis. So true is this, that 
one may questicn the propriety of including further 
comment on the subject here. However, there are 
certain perscnal observations and opinions that may 
justify expression on this occasion. For a sound 
general discussion of the subject, reference is made 
to a paper by Dr. John Morton*. Most of us are 
aware that the widespread recognition of this fairly 
common condition followed the general study of the 
alimentary tract by means of the X-ray. It is also 
commonly known that many people in middle life 
develop diverticula quite without symptoms, and that 
when symptoms do arise, the primary method of 
treatment is medical. Neither the diverse symptoms 
nor the various medical measures employed need be 
discussed now. However, there are circumstances in 
which surgery must be called on to meet complica- 
tions that are not uncommon. The most dramatic 
of these are due to perforation or impending per- 
foration of an inflamed diverticulum. It has often 
been said that such attacks resemble left-sided acute 
appendicitis. This is true; but the writer once op- 
erated for what he believed to be ordinary appendi- 
citis and found a long sigmoid lying to the right, 
with a perforated diverticulum. In such cases prompt 
operation is often necessary to save life. It is my 
belief, however, that the actual operative procedure 
in the fulminant cases should be simple and con- 
servative. The bowel is apt to be widely edematous, 
indurated, and heavily infected. Efforts at resection, 
Often 
isolate the area of perfora- 


or even local suturing are not well tolerated. 
the wisest plan is to 
tion and infection by packs from the rest of the ab- 
dominal cavity and come out. If circumstances jus- 
tify it, a transverse colostomy often is advisable. 
Many cases that are less rapidly fulminant produce 
a mass in the left lower quadrant of the abdomen, 
but under conservative handling the process will 
subside. Such conservatism is justified with certain 
If the 


slowly increase, an abscess probably needs draining. 


qualifications. evidences of inflammation 
If the patient begins to complain of urinary symp- 
toms, it strongly suggests that the infected bowel is 
closely related to the bladder and that a vesicosig- 
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moid fistula may be impending. As such a fistula is 
a major complication, very difficult to manage, it 
should be -forestalled by immediate operation before 
the break-through occurs. In the more chronic cases, 
semi-permanent masses of indurated bowel with 
symptoms of partial obstruction develop. On this 
basis there are apt to be recurrent episodes of ex- 
acerbation of symptoms. Sometimes it is very diffi- 
cult or impossible to distinguish these forms of 
diverticulitis from malignancy. Sometimes, indeed, 
both conditions may be present. The former view 
that bleeding into the bowel is pathognomonic of 
malignancy cannot be maintained. The writer has 
records of a number of cases of marked bleeding, in 
which the only evident cause was diverticulitis. These 
chronic cases as a rule are not amenable to medical 
management and require surgery. In some situa- 
tions the first operative step may wisely be a co- 
lostomy proximal to the lesion, to permit the sub- 
sidence of inflammation. When the definitive attack 
on the lesion is undertaken, the writer is leaning 
more and more to the views expressed by Smithwick* 
and others, that a radical attitude should be adopted. 
A case in point may be cited. The whole left side 
of the colon from the splenic flexure to the rectum 
showed multiple diverticula, and in one area there 
was evidence read by the roentgenologist as highly 
suggestive of cancer. The patient was explored and 
both these findings were corroborated. A resection 
of the large bowel from the mid-transverse to the 
rectum, with the associated lymphatic drainage area 
was carried out and an immediate anastomosis of 
the transverse colon to the rectum was accomplished. 
The recovery was uneventful. It would seem, in view 
of the frequent wide distribution of diverticula, that 
this principle of segmental rather than local resec- 
tion is worthy of further consideration and employ- 
ment. Smithwick* bases his preference for prelimi- 
nary colostomy, to be followed after several months 
by generous resection and anastomosis, on the fact 
that his study of long term results after various other 
methods of surgical handling was less satisfactory. 
It may be of interest to quote also Smithwick’s figures 
on the frequency of the lesions we are considering 
here. He states that 50% of those over 40 years of 
age have diverticulosis. About one in 12 of those 
with diverticulosis develop diverticulitis; about one 
case in 10 of these needs operation. This works out 
to an operative incidence of one in 2,500 of those 
over 40 years of age. 
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MEGACOLON 

This condition is variously named giant’ colon, 
megacolon, magadolichocolon, Hirschsprung’s dis- 
ease, and other things. The theories of its origin are 
also numerous. Among other explanations may be 
mentioned congenital malformation, sympathetic- 
parasympathetic imbalance, anal or retrosigmoid 
stenosis, endocrine disorders, etc. It is customary to 
distinguish a true congenital form and an acquired 
type. Although the disease is regarded as rather 
unusual, it is by no means a great rarity. Most of 
its characteristics are well known; the profound ob- 
stipation, lasting sometimes for weeks at a time, and 
so difficult to overcome, the protuberant abdomen 
with general malnutrition, and the X-ray findings of 
a huge, dilated and elongated colon. Many cases are 
recognized in infancy, but there are instances of the 
late appearance of the condition in adult life. It 
should also be borne in mind that certain cases are 
segmental, only a part of the colon being involved. 

As may be expected, when so many theories of 
origin exist, there are also many approaches to the 
problem of treatment. In cases where definite ob- 
struction can be discovered, as in infants with im- 
perforate anus that has been incompletely corrected, 
the obvious attack is to remove the obstructive con- 
dition either by prolonged dilatation or a plastic 
procedure. The more problematical forms of obstruc- 
tion attributed to a stenosis or rigidity in the rec- 
tosigmoid region have been subjected to resection of 
this area, with anastomosis. Many cases have been 
treated on the basis of a neurogenic origin, and 
splanchnicectomy or spinal anesthesia or sympathec- 
tomy, unilateral or bilateral, has been carried out. 
Treatment by various drugs of the choline group or 
by hormones, in addition to dietary control, bowel 
irrigations, systematic catharsis, etc., has also had 
wide application, and is usually the first line of at- 
tack. Finally, radical surgical removal of either a 
segment or of the whole colon has been advocated 
and practiced. 

It is desirable to appraise this wide choice of 
methods and to attempt to reach a rational position 
in regard to the handling of this interesting group 
of cases. The first fact to get clear is that here, as 
elsewhere, the treatment should be adapted to the 
specific case, and that no universally applicable 
method should be insisted on. It is also of impor- 
tance to be sure that methods of treatment should 
not carry side-effects that are highly undesirable. 
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In this connection certain findings have been re- 
ported about patients treated in infancy or early 
childhood by sympathectomy. If a unilateral sym- 
pathectomy is done, usually on the left, there may be 
notable elongation of the leg on that side compared 
to the non-operated side. This is attributed to the 
removal of vasoconstrictor control from the large 
arteries of the leg with consequent relative hyperemia 
and overgrowth of the epiphyses of the bones, com- 
pared to the other leg. If a bilateral sympathectomy 
is done, this asymmetry in growth of leg length is 
avoided, but there are statements that bilateral sym- 
pathectomy entails sexual impotence. 


So far as the success of the various forms of treat- 
ment is concerned, there is a diversity of opinion. 
The use of the choline series of drugs apparently 
helps to control certain cases, but many are not much 
improved. It should be noted also that the choline 
drugs are by no means free of harmful effects them- 
selves, and must be used with care and knowledge. 
The removal of anal or rectosigmoidal stenoses may 
be very helpful provided that they are really demon- 
strable to exist, which is often not the case, and pro- 
vided that the changes in the colon are not of such 
degree and long standing that they have become 
irreversible—which unfortunately often is the case. 
This aspect of the problem will be discussed in more 
detail later in this paper. There is wide difference 
of experience as to the lasting benefit to be expected 
from any of the operations upon the autonomic nerv- 
ous system. It may be said with certainty that this 
method has not yet established itself as generally 
acceptable. 


It has been the author’s experience that the best 
method currently available is the surgical resection 
of the abnormal colon. Certainly in the exceptional 
cases where the process is limited to a segment of the 
colon—usually the sigmoid,—there is no doubt that 
the effective treatment is resection of this segment. 
The performance of a total colectomy in one of these 
patients, with a huge bowel of long standing, in gen- 
erally poor condition, is admittedly a rather for- 
midable procedure. However, with careful preop- 
erative preparation, and perhaps with the operation 
divided into two or more successive stages, it is pos- 
sible to carry out removal of the whole colon to the 
lower end of the sigmoid without great risk. The 
writer has had occasion to do this in a number of 
cases, without mortality so far, and with generally 
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satisfactory results. One must not expect an imme- 
diate and complete inauguration of: normal bowel 
movements after colectomy. Usually some months 
elapse before regulation is established. When the 
operation ends with an anastomosis of the ileum to 
the lower sigmoid or rectum, some period of diarrhea 
is to be expected until adjustment of ideal function 
takes place. In general, however, the results are so 
much better than those attained by other methods 
that it has become, for some years, the method of 
choice of the writer. 


It should be noted that within the last year, pub- 
lications by a group of Boston investigators, Swen- 
son and his associates®, have called attention again 
to the importance of conditions in the rectum or the 
rectosigmoid in causing megacolon. They limit their 
comments to what they speak of as a true congenital 
megacolon, originating at birth or very soon after- 
ward. Their cases have all been infants or young 
children, and they specifically exclude from discus- 
sion the acquired or adult forms. With these quali- 
fications, they believe that megacolon is purely a 
hypertrophy and dilatation of the bowel because of 
a partial obstruction in the rectum or rectosigmoid. 
This obstruction is due to failure of proper and ef- 
fective peristalsis in the segment, which in turn is 
due to absence or abnormality of the intrinsic nerve 
plexuses and ganglion cells in the bowel wall. Hence 
the neurogenic lesion is conceived as local and not 
involving the autonomic system itself. They report 
histological studies supporting this theory. They 
also state that the condition may be recognized by 
X-ray examinations carried out by a special tech- 
nique. Applying this idea in the field of treatment, 
they have resected the supposedly abnormal rectum 
and rectosigmoid, and by a pull-through operation 
have anastomosed the upper stump of the sigmoid to 
the anus with preservation of the sphincter. They 
report satisfactory results with regressive change in 
the large bowel toward normal and return of func- 
tion. Two comments are appropriate here. First, the 
authors make no claim for application of this method 
to cases not of apparent congenital origin, or, as 
they say, true Hirschsprung’s disease occurring in 
the very young, and hence exclude many of the most 
advanced and long-standing cases. Second, the fol- 
low-up of their results is at present of comparatively 
short duration. 


Bearing on this phase of the subject, mention may 
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be made of papers presented about three years ago 
before the Academie de Chirurgie of Paris. Several 
of these writers agree in condemning all the treat- 
ments except surgical excision. One of them, Marcel 
Fevre®, believes much as the Boston group mentioned 
above, that the normal operative treatment should be 
segmental resection of the sigmoid with extension 
below the rectosigmoid area to remove the assumed 
obstructive area. He qualifies this view by saying 
that it would not apply to cases of megarectum, and 
that some of the other cases might require a total 
colectomy. Two other papers, by M. J. Mialaret‘ 
and Jacques Hepp and Pierre Petot’, appearing in 
the same volume of the Memoirs of the Academie de 
Chirurgie, record failures of the segmental resec- 
tions just described in adult patients, with subse- 
quent total colectomy that apparently was success- 
ful. A final word on this subject may be a reference 
to the work of Grimson, Vandegrift, and Dratz’, ap- 
pearing in 1945. These writers report observations 
on 24 cases of Hirschsprung’s disease. Only 7 of 
these cases presented undilated rectal and rectosig- 
moid segments with the rest of the colon involved 
in the hypertrophic process. These writers regarded 
the undilated distal segment as normal and advo- 
cated the preservation of this segment to which the 
ileum is anastomosed, after the rest of the colon has 
been resected. They report good results in a few 
cases treated by this method. It will be seen that 
this is exactly the opposite of the view of the Boston 
group of Swenson, et al.> In one case, the distal seg- 
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ment that is not enlarged is carefully preserved and 
the rest of the colon removed (Grimson et al.), and 
in the other case this segment is regarded as the 
basic cause of the trouble and is the only portion 
that is resected (Swenson). . 

Time will be required to clarify this confused situ- 
ation. The present writer would call attention here 
to the increasing emphases being placed on surgical 
attack as the most promising method of dealing with 
the problem, and to repeat his own feeling that total 
colectomy—in the long-standing cases,—is the most 
logical procedure and offers the best prospects at 
the present time. 
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18 West Franklin Street. 


Special Training for Workers With Cerebral 

Palsied. 

A special four-week training course for employ- 
ment and placement counselors working with cere- 
bral palsied and other severely handicapped work- 
ers will be held March 12 through April 6 in New 
York. This will be given at the Institute of Reha- 
bilitation and Physical Medicine of the New York 


University-Bellevue Medical Center under the aus- 
pices of the school of education of New York Uni- 
versity. 

Applications and further information may be ob- 
tained from the National Personnel Registry and 
Employment Service of the National Society for 
Crippled Children and Adults, 11 South LaSalle 
Street, Chicago 3, Il. 
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AMICROBIC PYURIA 


A. I. Dopson, M.D., 
C. M. NEtson, M.D., 
and 
DonaLp GILBERT, M.D., 


Department of Urology, Medical College of Virginia, 
Richmond, Virginia. 


Recent urological literature contains several reports 
of a urinary tract disease which has only lately been 
recognized and treated effectually. This disease has 
been variously described as “Abacterial pyuria”!, 
Amicrobic pyuria*, Primary sterile pyuria.* As 
the terminology indicates, the etiology is as yet un- 
determined, although many pathogens, including 
bacteria, toxins, fungi and ultramicroscopic agents 
have been investigated. At present most writers be- 
lieve the causative agent to be a virus. 

The predominating features of the disease are: 
1. An inflammation of the mucosa and submucosa 
of a portion or all of the urinary tract, varying in 
severity from a mild urethritis to a fulminating 
cystitis and pyelonephritis. 2. 
of the urethral discharge and urine are negative for 


Smears and cultures 
bacteria. 3. There is no response to treatment with 
the usual antibiotics but dramatic relief with ar- 
senicals, 

As stated, the clinical picture varies from mild 
urethritis to severe cystitis and pyelonephritis, the 
onset of which may be abrupt or insidious. Usually. 
the patient complains of an increased frequency of 
urination and nocturia, one or two times, and slight 
burning on urination. A thin whitish discharge is 
frequently noted. There may be a history of sul- 
fonamide and penicillin administration without re- 
lief. When the bladder is involved, the patient pre- 
sents himself with severe pain on urination, fre- 
quency, urgency, nocturia and even strangury, with 
gross terminal hematuria. 

The physical examination, when the urethra alone 
is affected, reveals nothing other than a scanty ure- 
thral discharge. With involvement of the upper 
urinary tract, the patient looks ill. There may be 
tenderness in both costovertebral angles or the supra- 
pubic area, and the prostate may be exquisitely 
tender. The temperatuye is usually elevated one or 
two degrees, but does not run the regularly peaked 


course expected in acute pyelonephritis of bacterial 
origin. 

Laboratory studies are of little positive assist- 
ance. When the urethra alone is involved, the two 
glass test will reveal the first urine to be hazy with 
fine shreds, and the second clear. With involve- 
ment of the upper tract, both glasses are cloudy and 
there may be blood in the second glass. Stained 
smears of the urethral discharge or urinary sedi- 
ment show innumerable pus cells but no organisms, 
The 
blood picture usually shows little or no change, 


nor can organisms be cultured from either. 


unless renal damage has been sustained when there 
may be azotemia. If the upper urinary tract is in- 
volved, in order to arrive at a correct diagnosis, 
cystoscopy may be necessary. On inspection, the 
bladder shows the evidence of a severe acute cystitis. 
It is contracted, fiery red, edematous, with patches 
of fibrinopurulent exudate scattered over the sur- 
face. Frequently, the ureteral orifices cannot be 
recognized. 

For the pathological picture of amicrobic pyuria, 
it is necessary to depend on bladder biopsies and 
the few reports of kidneys removed supposedly for 
tuberculosis but later found to have sterile pyuria. 
Such cases have been reported by Schaffhouser and 
Runebert.> No disease was found in the parenchyma, 
and all changes were confined to the mucosa and 
submucosa of the pelvis and ureter, which was thick- 
ened and edematous with adherent fibrinous exu- 
date. Microscopically, there was inflammatory re- 
action down to the muscle layers, with some tend- 
ency to form follicles of lymphocytes, eosinophiles, 
and plasma cells. In none of the pathological re- 
ports were organisms seen on microscopic examina- 
tion. Hess® et al. have reported bladder biopsies 
showing hemorrhage and mild inflammation of the 
mucosal stroma. Biopsy from case #2 of this re- 
port shows epithelial desquamation, with organiz- 


ing fibrin and leukocytes in the submucosa (Fig. 1). 
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From these studies, we may assume the disease 
is one of the mucosa and submucosa. The fact that 
with proper treatment there is rapid and complete 
recovery is further evidence that the inflammation 
does not leave cicatricial tissue in the muscle layers 
of the urinary tract. 


Fig. 1. Biopsy of bladder, Case 2. Submucosal edema and 
infiltration. 


The diagnosis is made by exclusion; the patient 
apparently is suffering from a mild or severe infec- 
tion of the urinary tract as evidenced by the pre- 
senting symptoms and the pyuria. Cultures and 
smears of the urine, however, are negative for the 
common urinary tract pathogens and for tubercle 
bacilli. The administration of antibiotics is of no 
value but arsenicals give prompt relief. 


REPORTS 

Case 1. This man was first seen on May 16, 1949. 
He was complaining of an urethral discharge oc- 
curring at intervals for the past three years. He 
stated that there was slight burning on urination, 
also, that driving or sitting down for long periods 
of time gave him discomfort in the perineum. He 
had been given a course of penicillin and also of 
sulfonamide without any change in discharge. The 
first attack occurred while in the Army and had been 
benefited by penicillin and sulfonamides and also 
by prostatic massage but the discharge had never 
disappeared entirely. A short while after the ure- 
thritis first appeared he had “rheumatism” in both 
knees. He stated that he had never had conjunc- 
tivitis. Physical examination revealed a well nour- 
ished and developed but small thirty-four year old 
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white male. The physical examination was within 
normal limits except for the urinary tract. The 
urethral meatus was small, admitting only a num- 
ber twenty bougie. There was a scanty urethral 
discharge, stains of which were negative for gono- 
cocci. No organisms of any kind were seen. The 
prostate was small, tender and firm. Smear of the 
prostatic fluid revealed scattered clumps of pus cells. 
The first voided urine was hazy with many shreds, 
the second clear. 

In as much as prostatic massage had been help- 
ful during the first attack of urethritis while in the 
Army, it was decided to do nothing but massage his 
prostate. The patient returned five days later and 
the findings including a negative smear were identi- 
cal with those of the first visit. Three-tenths of a 
gram of neoarsphenamine were then given daily for 
the next five days, at the end of which time the pa- 
tient stated that the discharge was less, but the first 
urine still showed as many shreds as ever. The sec- 
ond glass of urine was clear. One week later both 
urines were clear. The prostate was massaged and 
there was still an occasional clump of pus cells 
present. There had been no urethral discharge for 
four days. Eight days later the patient was seen 
again at which time he had had no discharge for 
twelve days and no subjective urinary symptoms. 
The first urine was clear with 1-2 mucus shreds, 
and the second glass clear. Meatotomy was per- 
formed on 6-18-49. A #26 Bougie encountered no 
resistance. The urine on 6-22-49 was clear. 


Case 2. A young colored male, age 35, history 
#65980, was admitted to St. Phillip’s Hospital on 
4/25/49, complaining of “passing water every few 
minutes”. There was progressively increasing fre- 
quency of urination, dysuria, and terminal hema- 
turia over a period of two months. Moderate costo- 
vertebral tenderness bilaterally had been present for 
three weeks. Sulfonamides had proved without bene- 
fit. Four weeks prior to admission he had developed 
generalized stiffening of joints, especially in the 
right ankle where there was pain, swelling and 
local tenderness. 


His history revealed no previous similar urinary 
tract symptoms but many episodes of urethritis, the 
last, six months prior to admission. In 1942 he was 
hospitalized at Bellevue Hospital because of simi- 
lar arthritis in right ankle. No history of conjunc- 
tivitis. Other’ systems were entirely negative. 
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Physical examination revealed a temperature of 
100 F., pulse 90, res. 20, B. P. 130/90. Head, 
chest, heart examinations were negative. There was 
moderate costovertebral angle tenderness bilaterally 
but neither masses nor spasm. The external geni- 
talia were normal and there was no urethral dis- 
charge. Rectal examination revealed a normal sized, 
smooth, boggy prostate. 
and tenderness of the right ankle joint with partial 
loss of motion. There was arthralgia in the right 
knee, right shoulder and cervical spine but no de- 
creased range of motion. 


The laboratory data showed a NPN of 42 mgs. %, 
serology negative. The hemoglobin was 11.2 grams; 
no leukocytosis was present. The urine contained 
one plus albumen and no sugar. On microscopic 
examination, the urine was loaded with white blood 
cells and 15-20 red blood cells per high power field 
but no casts and no bacteria were seen. Urine cul- 
tures taken one day, five days, ten days, and twelve 
days after admission were bacteriologically sterile. 


There was enlargement 


The day after admission cystoscopic examination 
was attempted and a small, contracted bladder, lined 
by strings of purulent exudate was found. It was 
impossible to catheterize the ureters. 


Intravenous 


Intravenous urogram, Case 2, prior to mapharsen therapy. 
Note caliceal dilatation. 


Fig. 2. 
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urograms revealed impaired function with grade 
three hydronephrosis bilaterally (Fig. 2). Admis- 
sion chest plate was normal. X-ray of right ankle 
showed marked decalcification of the ankle and 
tarsal bones with narrowing of the joint spaces. 

On admission, the patient was started on peni- 
cillin 30,000 units every three hours and strepto- 
mycin .2 There was no 
improvement. On the fourth hospital day mapharsen 
was commenced and was given every other day for 
seven doses. After the second .06 gram dose im- 
provement was rapid. Dysuria and backache ceased. 
Increased frequency of urination diminished so that 
at the time of his discharge he was having nocturia 
two times. Pain in the right ankle never entirely 
disappeared, but improved until he was able to 
walk without crutches for the first time in six weeks. 
There was rapid improvement in the degree of hy- 
dronephrosis (Fig. 3). Before discharge he was 
cystoscoped and the bladder capacity found to be 
normal. Retrograde pyelograms were made showing 
almost normal configuration (Fig. 4). He reports, 
five weeks after leaving the hospital, that he has no 
urinary trouble but the joint pain shows no great 
improvement. 


gram every three hours. 


Fig 3. Intravenous urogram, Case 2, one week after maph- 


arsen therapy 
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Fig. 4. Retrograde pyelogram, Case 2, two weeks after maph- 
ars-n therapy. Calices are pointed. Ureters catheterized easily. 


Discussion 

The two cases present:d typify the mild and se- 
vere tvpes of this disease. It is of interest that both 
of these men had been treated with the usual meas- 
ures for months with slight improvement but with- 
out cure. The first patient had been annoyed by an 
urethral discharge for three years and was relieved 
in one week by neoarsphenamine. The second was 
transformed by mapharsen frem a critically ill pa- 
tient into a convalescent in five days. 

Also of interest is the fact that both of these men 
gave histories of joint involvement. If either had 
suffered from conjunctivitis, his findings would be 
considered typical of Reiter’s syndrome, a s)mptom 
complex of unknown etiology characterized by arthri- 
tis, conjunctivitis and urethral discharge. Specula- 
lation naturally arises as to whether or not amicrobic 
pyuria represents a phase of the disease which pro- 
duces Reiter’s syndrome, in which only one or two 
of the triad of signs are present. This concept has 
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recently been advanced by Landes and Ranson‘ who 
make the following statements in comparing the two 
diseases. ‘The age distribution of Reiter’s disease, 
like that of abacterial pyuria, is chiefly between the 
twentieth and thirtieth year. It appears to be limited 
to males. Like abacterial pyuria, it is found most 
frequently among soldiers or former soldiers. Both 
diseases have a duration of weeks to months. In 
neither have etiological agents been discovered. No 
organisms are found in the pus filled urine. Fever 
and neutropenia are of low grade or absent in both. 
Both end in eventual recovery without residual dam- 
age but have a tendency to recurrences.” It has not 
been our experience that the disease was limited to 
males. Another contribution along the same line 
is that of Hollander® who describes twenty-five cases 
of arthritis resembling Reiter’s disease in which four- 
teen were atypical in that there was no conjunctivitis. 


SUMMARY 

The clinical picture of amicrobic pyuria is de- 
scribed and illustrative cases of the mild and severe 
type summarized. 

A comparison of amicrobic pyuria with the syn- 
drome presented by Reiter in 1916 is made with the 
suggestion that in view of the many points of simi- 
larity between the two diseases and the proven value 
of arsenicals in the treatment of amicrobic pyuria, 
these drugs should be given a thorough trial in the 
treatment of Reiter’s syndrome. 
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THE TREATMENT OF BENIGN LESIONS OF THE STOMACH AND DUODENUM* 


CARRINGTON WILLIAMS, M.D., 
Professor of Clinical Surgery, Medical College of Virginia, 
Richmond, Virginia. 


I. ULCERATIVE: 
1. Nonspecific (Peptic). 
2. Specific: 
Syphilitic. 
Tuberculous. 
3. Chemical: 
Alcohol. 
Corrosive poisons. 
II. HYPERTROPHIC: 
1. Muscle at pylorus. 
2. Rugae of pyloric portion. 
III. Tumors: 
1. Leiomyoma. 
2. Adenoma. 
IV. DIvERTICULA: 
1. Of stomach. 
2. Of duodenum. 


Fig. 1—Gastric ulcer healing on medical treatment. 
No operation. 


In general the diagnosis of benign lesions of the 
stomach and duodenum is not difficult but in certain 
borderline cases may be puzzling; an example of the 
latter is the large gastric ulcer on the lesser curvature 
which may be either benign or malignant. In this 
discussion the diagnosis will be considered only where 
its uncertainty would influence treatment. 

Pettic ulcers of the stomach and duodenum are 
primarily medical conditions and should almost al- 


From the Surgical Service of the Hospitals of the Med- 
ical College of Virginia. 

*Read be‘ore the West Virginia State Medical Associa- 
tion, at White Sulphur Springs, West Virginia, July 27, 
1950. 


ways be treated before operation is considered (Fig. 
1), the exceptions being perforation, severe hemor- 
rhage, and the possibility of malignancy. The indi- 
cations for surgical intervention are: 

1. Pyloric obstruction (Fig. 2). 

2. Repeated hemorrhage (Fig. 3). 

3. Increasing penetration. 

4. Failure of adequate medical care. 

The last two conditions are indicated by persist- 
ent pain, often very severe when penetration into the 
pancreas is present. One should be more inclined to 
advise operation on gastric than on duodenal ulcers * 
because there is an error of about 15 per cent in the 
diagnosis between benign and malignant ulceration 
of the stomach (Fig. 4), while malignant ulcerative 
lesions of the duodenum are so rare that they may be 
practically ignored. 

Almost always the operation of choice is resection 
of the stomach and proximal duodenum including 
when possible the ulcer itself. I feel that there is 


Fig. 2—Pyloric stenosis from duodenal ulcer, the stomach and 
ulcer bearing area of duodenum was resected. In this type 
of lesion, gastroenterostomy is adequate in poor risk patients. 
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Fig. 3—Gastric ulcer resected for massive hemorrhage. The 
open artery can be seen in the ulcer. 


no place for vagotomy in the treatment of primary 
ulcer except that it may be done as part of the opera- 
tion of resection in certain cases. I do not practice 
massive resection, and usually remove not more than 


Fig. 4—Gastric ulcer not adequately responding to medical 
treatment. At operation it was found to be malignant. 
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Fig. 5—Syphilis of stomach. The gross appearance of the 
annular ulceration of the pylorus. 
two-thirds of the stomach. The Polya type of repair 
is my preference, placing the anastomosis either an- 
terior or posterior to the colon as seems best. If it 
is placed posterior the mesocolon must be sutured 
to the stomach. The Hofmeister method of narrow- 
ing the stomach opening is rarely used because the 
opening which functions for emptying is the distal 
jejunal stoma and is not influenced by the length of 


. Fig, 6—-Microscopie picture of the luetic lesion. The endo and 


periphlebitis is shown, one large vein has been destroyed. 
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Fig. 7—Syphilis of the stomach, the smooth funnel shape 
deformity is typical. 


the stoma. The anastomosis may be iso- or anti- 
peristaltic according to the fit to the jejunum, and 
the proximal loop must be long enough to prevent 
tension but otherwise should be as short as is con- 
venient. Anastomosis between the loops of jejunum 


Fig. 8—Contracted stomach due to scar of burn by zine chloride. 
Total gastrectomy was done. 
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is rarely done for the reasons that it is in general 
not necessary, it probably functions poorly and if it 
does function it would remove the alkaline duodenal 
fluids from the suture line thereby increasing the 
possibility of stomal ulcer. 

Total gastrectomy is rarely indicated in benign 
lesions but occasionally in very large benign ulcers 
in the cardiac portion of the stomach it is necessary 
to remove the entire organ. 

Gastroenterostomy usually posterior is an adequate 
procedure in cases of cicatricial stenosis of the py- 
lorus particularly in poor risk patients and may be 
done with local anaesthesia. 


Fig. 9—-Typical x-ray appearance of congenital hypertrophic 
pyloric stenosis. 


It is desirable in all cases of duodenal ulcer to 
remove the ulcer particularly when the operation 
is indicated for penetration into the pancreas and 
for hemorrhage, but it is not infrequently very diffi- 
cult and hazardous to carry this out. In such cases 
it is satisfactory to divide the stomach high up and 
proximal to the pylorus. The remaining pyloric 
funnel should then be denuded of mucous membrane 
and the distal stomach closed. The ulcer almost in- 
variably heals when thus protected; if it does not a 
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secondary cp:ration is safer than the primary pro- 
cedure in these difficult cases. 

There is little or no place for the various plastic 
operations about the pylorus. 

Where the benign ulcer of the stomach is near the 
pylorus and the duodenum is mobile direct anastomo- 
sis between the stomach and duodenum is a most 
satisfactory procedure (Billroth I). The recurrent 
stomal or jejunal ulcer is more difficult to handle. 
Some of them will heal if the patient will follow a 
careful medical regime, but the majority must be 
operated upon. The condition is much more com- 
plicated when the ulceration breaks into the colon. 
These cases all have a new stoma with the pyloric 


Fig. 10-—This deformity at the pylorus was due to marked 
hypertrophy of the mucous membrane. 


mechanjsm out of action so a complete severance of 
the vagus nerves may give good results. Unfortu- 
nately there are recurrences after this operation and 
if the section of the nerves has been complete fur- 
ther resection of the stomach must be done. 

Specific ulceration of the stomach and duodenum 
is a rare condition. We have had at the Medical Col- 
lege of Virginia Hospitals about 15 cases of syphilis 
of the stomach. This lesion is tertiary and resembles 
a gumma (Fig. 5 and 6). There is marked infiltra- 
tion of the wall of the stomach with annular ulcera- 
tion. The lesion is usually located at or near the 
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Fig. 11—The negative shadow in the cardiac portion was due 
to a leiomyoma. 


pylorus and cannot be distinguished from cancer by 
X-ray examination. A smooth contour of the lesion 
with a funnel appearance is suggestive (Figure 7). 
Even when the stomach is explored it may be very 
difficult to be certain of the diagnosis because there 
is an inflammatory tumor and usually enlargement 
of the regional lymph nodes. The mass is not so hard 
as a neoplasm and the glands are softer. These 
chronic infiltrating and ulcerating lesions will rarely 
heal on specific medical therapy and should be treated 


Fig. 12—The negative shadow in the mid-stomach was due to 
a papillary adenoma on the posterior wall. 
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Fig. 13—The gross specimen of the case shown in Figure 12. 


by resection of the involved stemach. The finding of 
spirochetes in fixed tissues is unreliable. Harris and 
Morgan have demonstrated them by animal injec- 
tion of fresh tissue. Microscopically the presence 
of peri and endophlebitis with destruction of the wall 
except for elastic tissue is a constant finding. 

Ulcerations of tuberculous lesions and _ other 
chronic infections are exceedingly rare but when re- 
sistant to treatment like a chronic peptic ulcer they 
must be resected. 


Fig. 14—The negative shadow in the pylorus was due to a sub- 
mucous adenoma in a child of 4% years. 
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Acute ulceration may result from ingestion of large 
amounts of alcohol and certain poisons. These ul- 
cerations may become chronic and then must be 
treated as any chronic nonspecific ulcer. One case of 
zinc chloride poisoning in our hospital resulted in 
such complete sclerosis of the stomach that total 
gastrectomy was necessary for relief (Fig. 8). In 
this case the esophagus escaped serious injury. 

Hypertrophic lesions involve both the stomach wall 
and its mucous membrane. The most frequent one 
is the congenital hypertrophic pyloric stenosis seen 


Fig. 15—Diverticulum of the stomach near the esophagus treated 
by invagination and suture of the neck. 


not infrequently in early infancy (Fig. 9). This is 
very satisfactorily corrected by the Rammstedt opera- 
tion of longitudinal division of the pyloric muscles. 
A similar condition is rarely seen in adults and in 
these larger patients it may be necessary to remove 
a segment of the muscle, establish a gastroenterostomy 
or do a resection. 

Hypertrophy of the mucous membrane of the stom- 
ach is frequently observed during x-ray examina- 
tions of the stomach. It is usually of no clinical 
significance but it can result in large folds of mucous 
membrane which may bleed severely, interfere with 
emptying of the stomach or actually prolapse into 
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Fig. 16—Diverticulum of second part of the duodenum, This 
patient had repeated attacks of pain and fever probably 
due to blocking of the pancreatic duct. Complete relief 
followed removal of the diverticulum. 


the duodenum. It is often difficult to know whether 
or not operation on the stomach will be necessary. 
If exploration is done, localized hypertrophy and 
prolapse may be corrected by local excision of the 
mucous membrane after gastrotomy but when the 
hypertrophy is diffuse resection may be necessary 
(Fig. 10). 

Benign tumors of the stomach are rare. They may 
arise from the wall of the stomach or the mucous 
membrane. Leiomyoma is the most frequent tumor 
but pure fibromas and lipomas have been reported. 
The leiomyoma usually grows into the stomach and, 
because its blood supply is poor, ulceration on its 
surface with resulting severe hemorrhage is frequent. 
The diagnosis is made by x-ray examination which 
reveals a defect in the barium filled stomach (Fig. 
11). These tumors may be almost pedunculated and 
removable locally, more often they are sufficiently 
diffuse to require resection. 

The epithelial tumors arise in the mucous mem- 
brane and may be either pedunculated (Fig. 12 and 
13) or buried in the wall of the stomach (Fig. 14). 
When small these lesions may be removed locally but 
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like the other benign tumors sometimes make resec- 
tion necessary. 

Another difficult problem in dealing with benign 
tumors is the accurate diagnosis between benign 
and malignant lesions. There are occasional border- 
line cases in both the epithelial and muscle tumors, 
and where doubt exists after thorough study, wide 
resection should be done. 

Diverticula occur throughout the entire digestive 
tract. The majority of them are harmless and require 
no treatment. In the stomach the diverticulum may 
reach considerable size but if the opening is small 
retention may result in ulceration with symptoms 
similar to peptic ulceration. Such lesions should be 
removed (Fig. 15). At operation the diverticulum 
may be so hidden in the wall of the stomach that it 
is very difficult to find. When located in the cardiac 
end of the stomach exposure may be difficult. The 
diverticulum should be removed but occasionally it 
is treated by invagination and suture of its neck. 

Diverticula of the duodenum are found not infre- 
quently on gastrointestinal studies. The majority of 
them are considered of no clinical significance, some 
however retain food for long periods and cause 
pain, while some cause intermittent obstruction of 
the pancreatic ducts with symptoms of varying se- 
verity (Fig. 16). 

Diverticula causing persistent symptoms should 
be removed. At operation it may be difficult to find 
the sac, it is usually located in the head of the pan- 
creas. Mahorner advises dilatation of the duodenum 
with air injected through a small needle. This fills 
the diverticulum and facilitates its removal. These 
diverticula may occur in any portion of the duo- 
denum, the most frequent site is on the convex side 
of the second portion. The greatest hazard in the 
operative removal is damage to the pancreatic duct 
with discharge of pancreatic juice into the peritoneal 
cavity. Such an occurrence is probably responsible 
for most of the fatalities following this operation. 


DIscussIoN 

When one is dealing with a malignant lesion of 
the stomach or duodenum, radical removal of the le- 
sion and its paths of spread is clearly indicated. 
Benign lesions, however, may often be on the border- 
line where the decision for or against surgical inter- 
ference is very difficult to make. Formerly the op- 
erative risk was quite considerable and was not 
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infrequently the deciding factor against operation. 
This has now been changed to an assured low mor- 
tality rate with the exception perhaps of removal of 
duodenal diverticula. The main question to be de- 
cided now is that of function—will the stomach and 
duodenum deformed by the contemplated surgical 
procedure function better than they do handicapped 
by benign ulceration, hypertrophy or diverticula? 
In most cases such as those of pyloric stenosis from 
duodenal ulcer, the chronic unhealed gastric ulcer 
and all of the benign tumors, the answer in favor of 
operation is easy. There is, however, a considerable 


number of duodenal ulcers resistant to treatment, of 


Cortical Steroids in Treatment of Cancer 

Evidence gained in a study of far advanced can- 
cer patients indicates that treatment with AcTH and 
cortisone is helpful in reducing the pain and other 
complications of the disease but does not materially 
alter the natural course of the disease. 

Drs. Samuel G. Taylor, III, John P. Ayer and 
Roger S. Morris, Jr., reported on their study of 26 
advanced cancer patients in the November 25 
J.A.M.A. All three doctors are associated with the 
Presbyterian Hospital, Chicago. 

The report says in part: ‘The clinical response 
of most patients was reduction in fever, if present, 
increased appetite and improved strength and well- 
being. At times the effects were dramatic and ap- 
peared usually within 48 hours after AcrH therapy 
and within four to six days after starting treatment 
with cortisone. 

“Patients hitherto bedridden, vomiting and re- 
quiring heavy doses of narcotics were able to become 
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diverticula, and of hypertrophies which require the 
careful thought and best judgment of the physician 
and surgeon. If such careful selection of cases for 
operation is exercised, the results will give great 
satisfaction to both patient and physician. 


SUMMARY 
The most frequently encountered benign lesions 
of the stomach and duodenum with examples of typi- 
cal cases have been presented. The necessity for care 
in selection of cases for operation has been empha- 
sized and the proper operative procedure to correct 
each lesion has been indicated. 


805 West Franklin Street 


ambulatory, reduce or stop their reliance on narcotics, 
and eat astonishing meals.” 

According to the report, however, the “improved” 
condition of the patients was only temporary. The 
natural course of the disease continued—12 of the 
patients already have died. In addition, the hormone 
treatment produced disturbing side effects. They 
explain ‘We have frequently been faced with the 
problem whether complications produced by con- 
tinued therapy of relapse from omission caused more 
distress. to the patient.” 

Some of the side effects produced by AcTH and cor- 
tisone which, according to the doctors, may make 
“repeated or prolonged therapy ill advised” were 
chemical changes in the body, excess sugar in the 
blood, mental and personality changes, sexual and 
skin disturbances, development of moon-shaped faces 
and unnatural fat deposits in different parts of the 
body. 
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TRENDS IN THE MANAGEMENT OF CEREBRAL PALSY 


F. A. HELLEBRANDT, M.D.,* 


Richmond, Virginia. 


Increased interest in the rehabilitation. of the 
chronically disabled is influencing attitudes toward 
the cerebral palsied. The experiences of the war 
demonstrated that the lot of the severely handicapped 
could be improved to a rewarding degree if attention 
was directed at the utilization of residual abilities 
for the attainment of practical self-help objectives. 
Patients suffering from conditions considered pre- 
viously as hopeless sometimes responded to a re- 
markable degree. Thus the simple transfer of in- 
terest from the disability itself to ways and means 
of expediting the evolution of compensatory adapta- 
tions became a therapeutic advance which survived 
the war and has since found a place in civilian medi- 
cal practice.? 

A second reason for the growth of interest in the 
problems of the cerebral palsied is the drift toward 
assumption by the community group of health and 
welfare responsibilities which were considered pre- 
viously the prerogative of the individual or his fam- 
ily. This trend has been abetted to a significant de- 
gree by the organization of increasing numbers of 
societies, clubs, and foundations dedicated to re- 
search and education with special emphasis on a 
particular disease, or engaged in providing direct 
services to those disabled by that disease. Wide dis- 
semination of information about methods of treat- 
ment by these agencies has subjected physicians to 
the pressure of demands for forms of therapy not yet 
generally available. Having supported the “cause”, 
the public believes itself entitled to the benefits ac- 
cruing from an ideal treatment program without ap- 
preciating fully the extent to which the physician’s 
contribution may be conditioned by factors over 
which he exercises no control. This is nowhere more 
evident than in the present day management of cere- 
bral palsy. The primary purpose of this paper, 
therefore, is to assess the scope of the cerebral palsy 
problem today in the Commonwealth of Virginia. 
The subject is a timely one. The pressure of public 
interest has already led to the enactment of legisla- 
tion in several states to increase facilities for the 


*From the Division of Clinical Research, Baruch 
Center of Physical Medicine and Rehabilitation, Med- 
ical College of Virginia. 


medical care and education of children suffering from 


‘this chronically disabling disease. 


The incidence of cerebral palsy is conceded to ap- 
proximate the figure originally proposed by Phelps.* 
He found the annual increment to be seven cases per 
100,000 population.* Of these, one dies before at- 
taining the age of six. Thus the constant case load 
is in the neighborhood of 126 cerebral palsied under 
the age of 21 per 100,000 population. Where case 
finding studies have been conducted, the prediction 
value has, in general, been approximated. This 
places the figure at 3,780 for Virginia and 300 for 
the City of Richmond. Of the six per 100,000 popu- 
lation born annually with cerebral palsy and sur- 
viving, two are mental defectives and present pri- 
marily a custodial problem. Four are mentally 
normal. Of these, one is so mildly affected as to 
require no special rehabilitation facilities and one 
is so severely involved as to be homebound. This 
leaves 33 per cent classifiable as mentally normal and 
so disabled as to require specialized educational and 
treatment facilities. 


Much is being learned about the etiology of cere- 
bral palsy by careful inquiry into the gestational, 
birth, neonatal and developmental history. Early 
diagnosis and prompt treatment has demonstrated 
that more can be done for the cerebral palsied 
than previously thought and generally appreciated. 
Roughly 80 per cent of the cerebral palsied show 
involvement of the pyramidal and extra-pyramidal 
systems or lesions of the basal ganglia. A consid- 
erable proportion of the remainder show the ataxic 
manifestations of cerebellar or labyrinthine dysfunc- 
tion. Lesions thought to be associated with diffuse 
petechial hemorrhages are accompanied most com- 
monly by rigidity which may be intermittent in char- 
acter. A few cerebral palsied present tremor as the 
primary symptom. The incidence of complicating 
ocular, auditory and speech defects is high, as is 
also that of epileptiform seizures. If functional ab- 
normalities of the motor system remain untreated, 
orthopedic deformities occur secondarily. The mul- 
tiplicity of the handicaps presented by the cerebral 
palsied thus makes it difficult to evaluate their men- 
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tal status. Retardation is virtually inevitable in the 
average patient because of the magnitude of the bar- 
riers to normal developmental experience. Valid and 
reliable testing is affected by so many uncontrollable 
variables that prognosis is best based on the total 
response to intensive education and training. 

The first step in the organization of a State pro- 
gram for the cerebral palsied is case finding and 
registration. At the present there is no reliable in- 
formation as to the number of cerebral palsied chil- 
dren resident in the Commonwealth of Virginia. 
Doubtless many have been hidden from view here 
as elsewhere, considered to be suffering from an ir- 
remedial condition and forgotten. Case finding is, 
of course, without real value unless conducted in 
conjunction with a.system of regional screening clin- 
ics. Because of the complexity of the problems in- 
volved, the view of those best informed is that op- 
timal management is attained by the team approach, 
once the cerebral palsied have been identified. Thus 
the current trend is toward the establishment of diag- 
nostic centers staffed to provide the consultation 
services of all specialties required. Leadership in 
the establishment of such centers is being assumed 
primarily by pediatricians or orthopedists. 

Once the status of the patient has been evaluated, 
a long-term treatment program can be outlined. At 
the outset, general health and seizure control take 
precedence over all other considerations. Adequate 
bracing is probably second in importance. Bracing 
has two functions in the management of the cerebral 
palsied; first, the prevention of deformities, and, 
second, selective control of movement patterns dur- 
ing the period of functional training. Since the pa- 
tient with cerebral palsy may suffer no diminution 
in strength the type of brace required differs radi- 
cally from that used to give support to the weakened 
musculature of the extremities of those with lower 
motor neuron disease or peripheral nerve lesions. In- 
deed, an athetotic patient with a high degree of ten- 
sion may move his extremities with a power equal to 
that of a trained athlete. Thus the first serious prob- 
lem to be met in the establishment of a diagnostic 
and treatment unit, centers on the provision of fa- 
cilities for adequate bracing. 

Many movement patterns spontaneously acquired 
by the normal child must be taught deliberately to 
the cerebral palsied. A classical example is the re- 
ciprocal use of the limbs in preparation for loco- 
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motion. Involuntary movements, inequalities in the 
power of muscle groups activating the joints of the 
weight bearing limbs, hyperactive stretch reflexes, 
vertigo, nystagmus, defects in depth perception, and 
a diminution in kinesthetic awareness affect balance, 
the precision of movement, or both. Most of the 
resulting dysfunctions are amenable to correction. 
The degree to which functional capacities may be 
made to approximate normal varies with the extent 
and location of the lesion, and the quality of the re- 
habilitation program. Many simple training devices 
suitable for home use have been developed, largely 
through the efforts of Phelps and his associates. 
These have been designed first and foremost to per- 
mit the otherwise recumbent patient to sit and stand, 
and, secondly, to enlarge the base of support, lower 
the center of gravity, and increase the margins of 
static security sufficiently to permit locomotion. When 
functional training is combined with adequate brac- 
ing and the mastery of feeding and dressing skills, 
even the severely disabled may be given a measure 
of independence usually justifying the time and ef- 
fort required. The less involved may be rendered 
self-sufficient, especially if speech is minimally af- 
fected or the hands are good enough to permit mas- 
tery of some mode of communication, either through 
writing or typing. 

The experience of recent years indicates that 
optimal results are obtained when a progressive pro- 
gram of physical training i's integrated with an ap- 
propriately modified program of education, includ- 
ing speech therapy. One without the other is not 
only less effective than their judicious combination, 
but may produce either an educated individual in- 
capable of putting his knowledge to self-sustaining 
use because of grossly disabling physical limitations, 
or a disciplined neuromuscular system activated by a 
mind too deficient in its training and experience to 
permit vocational assimilation. 


The ideal State program is one in which the av- 
erage patient may be referred back to his home com- 
munity for treatment after special study in a diag- 
nostic center. Unless the necessary personnel and 
facilities are available on the community level the 
diagnostic clinic is of little more than academic 
value. Indeed, the planning of an unobtainable 
treatment program may do more harm than good. 


Thus the organization of a diagnostic center must 


22 VIRGINIA MEDICAL MONTHLY 


be integrated with the concurrent development of 
treatment outlets accessible to the patient. 


The view that every disabled child of normal men- 
tality is entitled to an education is leading to the 
establishment of State and private residential schools 
for the severely disabled, and to the segregation of 
the ambulant crippled child in urban or regional 
orthopedic schools or special classrooms. Within the 
last few years an increasing number of parent groups 
and community agencies have organized privately 
supported nursery schools so that the severely handi- 
capped might be given the benefit of the earliest 
feasible socialization, physical, occupational and 
speech therapy. A critical shortage of specially 
trained personnel has made it difficult to establish 
the necessary treatment centers even where funds 
have been abundantly available. Carefully taught 
home treatment programs coupled with homebound 
education provide a substitute to meet the needs of 
communities in which modern physical medicine and 
rehabilitation facilities are as yet unavailable. To 
be effective these must either be supervised by itin- 
erant field workers trained in the techniques of treat- 
ing the cerebral palsied, or the patient must be re- 
turned to field clinics or the outpatient clinic of the 
diagnostic center sufficiently often to permit adequate 
follow-up evaluation and guidance. 


The nature of program for the cerebral palsied 
now developing in various parts of the country dif- 
fers with the exigencies of regional and local limi- 
tations. Private agencies like the National Society 
for Crippled Children and Handicapped Adults and 
its affiliated State Societies have made a notable 
contribution by supporting the post-graduate spe- 
cialty training of physicians and their technical as- 
sistants, providing direct services to the disabled in 
demonstration centers, and by sponsoring vigorous 
programs of both lay and professional education in 
the form of publications, scientific exhibits, sym- 
posia and lectures. However, it is difficult to see 
how stable programs of the complexity required for 
the adequate management of cerebral palsy can be 
established under the egis of other than tax sup- 
ported agencies. Programs now in force in Cali- 
fornia and New Jersey illustrate what can be done. 
In the former,‘ field clinics, cerebral palsy diag- 
nostic and treatment centers, residence schools for 
cerebral palsied children, and special classes in the 
public schools operate under the State Departments 


of Education and Public Health. In New Jersey,® 
Cerebral Palsy is one of seven Divisions of the 
State Crippled Children’s Commission, being sur- 
passed in size only by the Nursing Division. 

Viewing the situation realistically, it would seem 
that the most rational starting point to improved serv- 
ices for the cerebral palsied in the Commonwealth 
of Virginia might be primary referral of suspected 
cases to the existent orthopedic clinics of the Crip- 
pled Children’s Bureau of the Virginia State De- 
partment of Health for initial screening, and utiliza- 
tion of the personnel of the Bureau for the super- 
vision of home treatment programs. The coopera- 
tion of the Department of Education could then be 
elicited to provide special education or vocational 
rehabilitation as indicated. Facilities for the latter 
(Woodrow Wilson Rehabilitation Center) are among 
the best available in the country. Seizure control 
problems could be referred to the Anti-Convulsive 
Clinic of the University of Virginia Hospital, an 
activity supported by the Virginia Society for Crip- 
pled Children and Handicapped Adults since 1944. 
This was the first such Society in the country to in- 
terest itself in the plight of the epileptic. The Baruch 
Center of Physical Medicine and Rehabilitation of 
the Medical College of Virginia has a clinical re- 
search laboratory uniquely equipped for the evalua- 
tion of disabilities involving stance and locomotion, 
and for the physiological study of movement. Re- 
search of this type is urgently needed for the critical 
assessment of rehabilitation and training techniques 
based primarily on empirical experience. Thus, the 
not inconsiderable existent resources of the State, 
some of which are already distinguished in their own 
right, might well be united in the interests of im- 
proved services for those suffering from one of the 
most neglected and least understood of all chronic 
disabilities affecting mankind. The key to the ini- 
tiation of rational planning is the interest and sup- 
port of the family doctor and those specialists to 
whom cases are now being referred. Experience has 
shown that justifiable ends are attained best when 
the valued and able assistance of lay groups operates 
under the guidance of a sympathetic and well in- 
formed medical profession. 
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Cortisone, Acth Found Helpful in Treating 

Serious Skin Disease. 

Good results are reported by a group of doctors 
at Mount Sinai Hospital in New York who have 
used cortisone and ACTH to treat patients critically 
ill with acute disseminated lupus erythematosus, a 
serious disease beginning with a skin disorder and 
spreading to the heart, lungs, kidneys and other vital 
organs. 

Writing in the October issue of Archives of Inter- 
nal Medicine, Drs. Louis J. Soffer, Marvin F. Levitt 


‘and George Baehr. caution, however, that “although 


these agents are capable of inducing clinical remis- 
sions they do not affect a cure of the underlying dis- 
ease process.” 

Of the 14 patients treated with the hormones, 11 
responded to the extent that the acute evidence of 
the disease promptly subsided and the patient could 
However, the dis- 
eased cells, the anemia, the abnormal kidney findings 
and other characteristics of the disease persisted. 

The report continues: “The treatment of acute 
disseminated lupus with cortisone or ACTH may be 
complicated by frequent untoward side effects. How- 
ever, with careful clinical observation these effects 


move about more comfortably. 


may be minimized and corrected and therapy con- 
tinued. 

“The exacerbations [increase in severity] which 
follow attempts to discontinue therapy indicate that 


long-range or even permanent treatment may be 
necessary to control the disease.” 


New Books. 


Below are given names of some of the newer books 
received at the Tompkins-McCaw Library of the 
Medical College of Virginia. These are available to 
our readers under usual library rules. 


American Medical Association—Handbook of physical 
medicine and rehabilitation. 

Berman—Principles and practice of surgery. 

Bridge—Epilepsy and convulsive disorders of children. 

Cobb—Foundations of neuropsychiatry. 4th revised edi- 
tion. 

Crew—Genetics in relation to clinical medicine. 

Epstein—Regional dermatologic diagnosis. 

Freeman—Theory and practice of psychological testing. 

Hecht—Basic principles of clinical electrocardiography. 

Hirsch—Sexual fear. 

Iowa state medical society—Ore hundred years of Iowa 
medicine. 

Jones—Basic sociological principles. 

Maingot—Techniques in British surgery. 

Novak—Gynecological and obstetrical pathology. 2nd 
edition. 

Pratt—Surgical management of vascular diseases. 

Vol. 5, 1950. 

Sperry—The ethical basis of medical practice. 

Ungerleider ard Gubner—Roentgenology of the heart and 


Progress in neurology and psychiatry. 


great vessels. 
Wilkins—Diagnosis and treatment of endocrine disorders 
in childhood and adolescence. 
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LIABILITY OF PHYSICIAN FOR STERILIZATION IN VIRGINIA 


RicHarp C. LL.B., 
Associate Professor of Law, Department of Law, 
University of Virginia, 
Charlottesville, Virginia. 


Salpingectomy and vasectomy are relatively new 
and infrequently used procedures. Consequently, a 
physician’s rights and obligations in connection with 
them have not been clearly defined. They have been 
the cause of very few legal decisions. 

Justice Holmes once defined law as a prediction 
of what courts will do in fact. This definition has 
an appeal to the layman and even to the practicing 
lawyer, who are primarily interested in what can 
and cannot be done under existing legal rules. Pre- 
diction of what courts will do, however, is a hazard- 
ous pastime and this is especially true when there 
are few legal precedents to serve as guides and when 
a particular problem is impregnated with diverse 
social, ethical and religious beliefs. For the courts 
are responsive to the shifting currents of public opin- 
ion to which they give the vagrant label of “public 
policy.” For these reasons, no definite and precise 
answers can be given to all the legal questions that 
are likely to arise in connection with a vasectomy or 
salpingectomy operation. 

Sterilization may be sought for one of three gen- 
eral purposes: (1) eugenic; (2) therapeutic; and 
(3) contraceptive. 


EuGENICc STERILIZATION 


The Virginia statutes provide for the sterilization 
of inmates of certain named institutions who are 
found to be “insane, idiotic, imbecile, feeble-minded 
or epileptic, and by the laws of heredity . . . the prob- 
able potential parents of socially inadequate off- 
spring.” (Va. Code of 1942, secs. 1095h-1095m.) 
The rights of the patient are carefully considered 
and safeguarded by rather elaborate procedural pro- 
visions. The sterilization proceedings are initiated 
by the superintendent of the institution who first 
presents to the special board of directors of his hos- 
pital a petition stating the facts of the case and the 
grounds for his opinion that a sterilization is war- 
ranted. A copy of the petition must be served upon 
the inmate together with a notice of hearing. Copies 
must also be served upon the legal guardian of the 
inmate and upcn his parents, if he is a minor. At 


the hearing before the board the inmate must be 
given an opportunity to be present and to be repre- 
sented by counsel. The order of the board denying 
the petition or ordering sterilization is appealable 
to the circuit court and from it to the supreme ccurt 
of appeals. 

Before applying this statute the heads of the va- 
rious Virginia institutions concerned wanted to be 
assured of its constitutionality. A test case, Buck v. 
Bell 274 U.S. 200 (1927), was accordingly carried 
through the state courts and eventually to the Su- 
preme Court of the United States. The ‘constitu- 
tionality of the law was upheld, Justice Holmes 
making the famous observation that the “principle 
that sustains compulsory vaccination is broad enough 
to cover cutting the Fallopian tubes. . . . Three gen- 
erations of imbeciles are enough.” In the course of 
its opinion, the court emphasized the procedural safe- 
guards protecting the inmate that are provided in the 
statute. For that reason, scrupulous compliance with 
the statute would seem to be necessary. 

A further provision of the sterilization statute is 
of particular interest to physicians. Section 1095L 
is as follows: 

“Neither any of said superintendents nor any other per- 
son iegally participating in the execution of the provisions 
of this act shall be liable either civilly or criminally on 
account of said participation.” 

Although this section has not been construed by a 
court there appears to be no reason why the courts 
will not give it full effect and immunize from civil 
and criminal liability any physician performing an 
operation under the statute. 


THERAPEUTIC STERILIZATION 

At least four states (Connecticut, Kansas, Mon- 
tana, and Utah) have expressly legislated against 
private sterilizations but even in those states no 
penalty is imposed when the operation results. from 
“medical necessity.”” Even abortion, in Virginia and 
elsewhere, is legal to save life. There would seem 
to be no doubt as to the legality of a sterilization for 


the protection of the patient’s own health. How-. 
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ever, one section in the Virginia statute dealing with 
eugenic sterilizations gives reason for pause. It is 
section 1095m: 

“Nothing in this act shall be construed so as to prevent 
the medical or surgical treatment for sound therapeutic 
reasons of any person in this State, by a physician or 
surgeon licensed by this State, which treatment may in- 
cidentally involve the nullification or destruction of the 
reproductive functions.” 

This section has not been construed by the Vir- 
ginia courts nor have similar provisions in the stat- 
utes of other states being subjected to judicial scru- 
tiny. It seems to make it clear that sterilization 
“incidental” to general therapeutic treatment is not 
prohibited. But why use the word “incidentally” 
unless its opposite—“primarily”—be deemed un- 

And when would sterilization be consid- 
ered as “incidental” to other treatment and when 


lawful ? 


would it be considered as the “primary” treatment? 
Many court decisions have turned on distinctions 
less clear-cut and substantial. A possible interpre- 
tation of this section is advanced in the frequently 
cited article by Miller and Dean in volume 16 of the 
American Bar Association Journal entitled “Lia- 
bility of Physicians for Sterilization Operations.” 
At page 160 the authors analyze provisions of this 
type as follows: 

“It will be noted that this type of provision does not 
make such operation a criminal offense, and no punish- 
ment is provided. It is probably at most a provision 
designed to avoid civil liability except where the opera- 
tion is non-therapeutic, or possibly even where the phy- 
sician is unlicensed, or the operation ‘primarily’ (as 
distinguished from ‘incidentally’) involves the nullifica- 
tion or destruction of the reproductive functions. If the 
operation did contain any of the above impliedly pro- 
hibited circumstances, an attorney might well hesitate to 
advise a physician that he might safely perform the 
operation in a state which had such a statute.” 


Suppose, that instead of performing a salpingec- 
tomy upon the wife, for whom further child-bearing 
would be dangerous, the physician performs a 
vasectomy upon the husband. This point was con- 
sidered by the Minnesota Supreme Court in the only 
case that has been found involving sterilization op- 
erations. (Christensen v. Thornby, 192 Minn.123, 
255 N.W.620.) There a physician performed a 
vasectomy upon the plaintiff to prevent his wife 
from endangering her health by bearing more chil- 
dren. The operation was claimed to have been un- 
successful since the wife thereafter conceived and 
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gave birth to a child. The court gave considerable 
attention to the question whether the contract was 
void as against public policy. 

“We are not here confronted with the question of pub- 
lic policy as applied to sterilization where no medical 
necessity is involved. Aside from the statutes in the few 
states that have prohibited it, we find no judicial or 
legislative announcement of public policy against the 
practice of sterilization. Certainly, even in those states 
with the statutory prohibition, the exception of medical 
necessity would justify a physician in performing the 
operation here alleged. Plaintiff was married and pre- 
sumably would remain married to his present wife, who 
had been competently advised of the danger of further 
pregnancy. The operation of sterilization upon a man 
is a simple one, accompanied by very slight hazard, 
whereas that upon a woman is more serious and requires 
a greater degree of skill on the part of the physician. 
It entails hospitalization. It 


is frequently performed 


upon women who habitually miscarry or abort. So far 
as progeny is concerned, the results to this married couple 
would be the same 


were effective sterilization per- 


formed upon either. Therefore, in cur opinion, it was 
entirely justifiable for them to take the simpler and less 
dangerous alternative and have the husband sterilized. 
Such an operation does not impair, but frequently im- 
proves, the health and vigor of the patient. Except for 
his inability to have children, he is in every respect as 
It does not 
render the patient impotent or unable ‘to fight for the 


king,’ as was the case in mayhem or maiming ... We 


capable physically and mentally as before. 


therefore hold that under the circumstances of this case 
the contract to perform sterilization was not void as 
against public policy nor was the performance of the 
operation illegal on that account.” 

The court’s statement that the results to the mar- 
ried couple would be the same whether the steriliza- 
tion were performed upon the husband or the wife 
is perhaps too sweeping a generalization. The hus- 
band might remarry and desire to sire children. The 
point of this objection is blunted, however, by the 
fact that in the case of a vasectomy fertility can, 
in many cases, be re-established by operative correc- 
(ji. 


420 cases 


tion of the condition. Thomas O’Connor 
Am.Med.Ass’n.,136,162, 1948) 


in which surgical re-establishment of fertility in 


collects 


vasectomized males had been attempted and found 
38 per cent successful. 


CONTRACEPTIVE STERILIZATION 
The legality of sterilization for contraceptive pur- 
poses is more doubtful. Here the vital issue is the 
attitude of the particular state toward birth control 
and contraceptive practices generally. The general 
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arguments of public policy against birth control, 
based upon social, political and religious assump- 
tions, apply with greater force because of the per- 
manency of sterilization as a method of contracep- 
tion. At least insofar as statutory pronouncements 
and judicial expressions are concerned, Virginia 
seems to take no firm stand against birth control as 
have, for example, Connecticut and Massachusetts. 
Virginia seems to regard birth control if not benignly 
at least passively. It is arguable, however, that sec- 
tion 1095L, absolving physicians from liability in 
performing a statutory sterilization, does, by impli- 
cation, recognize liability for sterilizations not un- 
der the statute. At the time the Minnesota case was 
decided, however, a statute similar to section 1095L 
was on the books there, yet the court stated that there 
were no statutory prohibitions in Minnesota against 
sterilization. It might also be urged in Virginia that 
section 1095m in permitting therapeutic steriliza- 
tions precludes contraceptive sterilizations by impli- 
cation. These are technical arguments and should 
receive short shrift by an enlightened court unless 
there are other more substantial grounds upon which 
to create liability. 


If sterilization for contraceptive purposes should 
be disapproved by the courts, the disapproval will 
probably take the form either of a decision declaring 
it a criminal act or declaring that it is a tort, an act 
for which damages can be recovered by the person 
sterilized, his spouse, parents, or guardian. Insofar 
as criminal liability is concerned the nearest analogy 
is the crime of mayhem. Mayhem at common law 
was defined as “when one shall diminish the strength 
of another’s body and weaken him thereby to get 
his own living and by that means the commonwealth 
is deprived of the use of one of her members.” The 
idea was that the person maimed was “rendered less 
able to defend himself” or “to fight for the king.” 
Castration was considered an act of mayhem because 
of its effect upon the entire physical character of the 
individual. Sterilization, on the other hand, does not 
render him less able to defend himself or to fight for 
the king and can hardly constitute mayhem if loss 
of physical capacity is the criterion. It, of course, 
might be argued that deprival of procreative powers 
is opposed to the interest of society in maintaining the 
birth rate. This point of view might have had 
some merit in the early days of English law when 
each added person was valued for defense against 
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other nations. In a time of pressing population 
problems, procreative powers are less likely to be 
valued by society. The statutory definitions of may- 
hem are, however, much broader than the common 
law one. None of them specifically denounces sterili- 
zation. The Virginia mayhem statute (Va. Code of 
1942, sec. 4402) defines mayhem as causing “bodily 
injury, with intent to maim, disfigure, disable, or 
kill.” Not only is it doubtful that sterilization comes 
within this definition but, it should be noted, crimi- 
nal intent is an important element of the crime. A 
physician who in good faith performs a sterilization 
could reasonably argue that the statute is inap- 
plicable since he had no criminal intent to “maim, 
disfigure, disable, or kill.” If it should be held that 
sterilization constitutes the crime of mayhem, then 
consent by the person sterilized would not be a de- 
fense for the reason that consent on the part of the 
person maimed did not prevent criminal liability at 
common law and it probably would not under the 
Virginia statute. Physicians, however, can be re- 
assured by the fact that no case has yet been re- 
ported in the United States or England holding 
sterilization to constitute mayhem. 

If not mayhem, sterilization might be considered 
a criminal assault. Consent, however, is a good de- 
fense to a prosecution for this crime. 

As far as civil liability for damages is concerned, 
consent should be a complete shield against lia- 
bility even though the consent would not relieve from 
criminal liability. This aspect of the problem is 
well summarized by Miller and Dean in their article 
referred to above: 

“In those states in which there is no penal provision 
prohibiting a sterilization operation by the modern meth- 
ods, the general rule of tort law would seem to apply 
and the consent of the party to submit to the operation 
should be a complete shield against civil liability on the 
part of the operating physician, provided the operation 
was performed without negligence.” 

The authors found exceptions to this general view 
in special classes of cases: 

1. Where the patient is rendered sterile by un- 

authorized liberties taken by the physician. 

2. Where the patient is legally incapable of giv- 

ing a binding legal consent because of mental 
incapacity or minority. 

The latter exception would obviously be inappli- 
cable where the sterilization is performed under a 
statutory procedure such as the Virginia eugenic law. 
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CONCLUSION 

It should be emphasized again that the law on this 
subject is uncertain and that there are very few cases 
throwing any light on the matter. For that reason, 
conclusions must be based on analogy, always a 
rather dangerous technique of prediction. The mat- 
ter will depend largely upon the attitude which the 
people of the state and the courts have in regard to 
birth control. It is ultimately a question of social 
and ethical values which in turn dictate the public 
policy of the state. In the light of this word of cau- 
tion, certain conclusions may be asserted: 

1. Sterilization under the Virginia statute dealing 
with inmates of named institutions is legal and a 
physician participating in the procedure is absolved 
from liability except in the case of negligence. 

2. Therapeutic sterilization to safeguard the 
health of the person sterilized would probably be 
upheld. Certainly this would be true if the steriliza- 
tion were “incidental” to the general treatment of 
the patient. Whether sterilization of the husband to 
protect the health of the wife would be supported is 
uncertain. The Minnesota decision would be per- 
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suasive only in Virginia and the courts of this state 
might or might not follow it. 

3. Contraceptive sterilization probably would not 
be considered mayhem under the criminal statutes 
although a court that was determined to put an end 
to sterilizations could stretch the statute to include it. 

4. A physician may protect himself from criminal 
liability—assuming sterilization is not mayhem—and 
from civil liability by the use of a properly drawn 
release or contract. Regardless of which one is 
sterilized both the husband and wife should be re- 
quired to execute the release. If the patient is a minor 
or mentally incompetent a release should be obtained 
from the parents and the guardian. 

Because of the doubt and uncertainty surrounding 
the whole problem, the Medical Society of Virginia 
might very well give consideration to the desirability 
of a statute to remove existing doubts. A properly 
drawn statute prescribing the circumstances under 
which therapeutic and contraceptive sterilization 
might be performed and affording adequate safe- 
guards to the parties concerned would be helpful 
both to the physician and the patient. 


Rare type of Cancer May Follow Nail Injury. 
A rare type of cancer arising in the finger or toe 
nails is reported by a Peoria (Ill.) doctor in the 
September 2 J.4.M.A. Appearance of a sore between 
the cuticle and the nail is a distinguishing charac- 
teristic of this cancer, Dr. Lyle W. Russell says. 
Symptoms such as swelling and moderate pain easily 
may lead to delayed recognition of the tumor and 
confusion with other conditions, he points out. 
The cancer may appear as a small, yellowish 
crater which fails to heal and if neglected may in- 


vade the bone, according to the author. Amputation 
of the finger or toe is the recommended treatment and 
the outlook for cure usually is good unless spread 
of the cancer to another part of the body has oc- 
curred prior to the surgery. 

Injury appears to be a possible inciting cause in 
the formation of this type of cancer, Dr. Russell says. 
In 11 of 20 cases reported, a deep puncture wound 
between the nail and nail bed or other injury to this 
area preceded the diagnosis of cancer by six months 
to 18 years. 
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STAPHYLOCOCCUS SEPTICEMIA WITH MYOCARDIAL ABSCESSES— 
A Case Report* 


JoHN W. Massey, Jr., M.D., 
ABRAHAM L. ROSENZWEIG, PH.D., 
and 
JoHN M.D., F.A.C.P., 


From the Medical and Laboratory Services, McGuire Veterans Administration Hospital, 
Richmond, Virginia. 


The literature concerning myocardial abscesses is 

eager. There are only scattered case reports. Weiss 
and Wilkins! maintained that in most instances myo- 
cardial abscesses were metastatic manifestations of 
an overwhelming sepsis and of more theoretical 
than clinical significance. From a total of 31 cases 
of myocardial abscesses found in a review of the 
autopsy reports of the Boston City Hospital, De- 
partment of Pathology, they had _ bacteriological 
data available on 26 as follows: 


Staph. Aureus 20 
Pucumecectt ........... 2 


Two of their cases ruptured and were reported in 
some detail. Only seven other cases of rupture of 
myocardial abscesses were found in the literature. 

In a general review of myocarditis in 19417, Saphir 
stated that though reports of abscesses in the myo- 
cardium are unusual, there is little doubt that they 
occur quite often; that they are naturally expected 
in all cases of pyemia, and are also frequently found 
in acute and subacute bacterial endocarditis. Of 
Saphir’s 240 cases of myocarditis, 32 had abscesses. 
Pyemia was present and the abscesses were not re- 
lated to any form of endocarditis. 

Because of the paucity of case reports and because 
of incidental bacteriological findings of special in- 
terest, we report the following case of Staph. aureus 
septicemia in which a myocardial abscess was pres- 
ent at autopsy: 

A 33 year old colored male was admitted to the 
McGuire Veterans Administration Hospital, Rich- 
mond, Virginia, on November 26, 1947, in a lethar- 
gic and confused state. The history of his illness as 


*Published with permission of the Chief Medical Di- 
rector, Departmert of Medicine and Surgery, Veterans 
Administration, who assumes no responsibility for the 
opinions expressed or conclusions drawn by the authors. 


obtained from relatives and the referring physician 
was that he had been well until four days prior to 
admission when there was a sudden onset of chills. 
fever, pain in the left chest, and a non-preductive 
cough. He was first seen by his local physician two 
days after the onset and two days prior to admission. 
Penicillin 50,000 U. every three hours was started 


Fig. I. Illustration showing the abscess (arrow) and the ad- 
jacent thickened aortic cusp with vegetations on each sur- 
face. The pericardial surface shows the shaggy fibrinous 
appearance resulting from the pericarditis. 


at that time. His temperature had remained elevated 
up to 104° and on the day prior to admission, he had 
developed a stiff neck and become confused and 
lethargic. He was then sent to the hospital. 
No significant past or family history was obtained. 
Physical examination on admission revealed a 
well developed, well nourished, acutely ill, moder- 
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ately lethargic, confused, and disoriented colored 
male. Temperature 103°. Pulse 130. Respiration 
30. Nuchal rigidity was marked and Kernig’s sign 
was positive. There was moderate injection of the 
posterior pharyngeal wall. The lungs were clear and 
except for tachycardia, there was no abnormality of 
the heart. The abdomen was soft and the liver and 
spleen were not palpable. The neurological examina- 
tion was negative except for the nuchal rigidity and 
Kernig’s sign mentioned above. 

Initial laboratory data revealed a hemoglobin of 
13.8 gms., WBC 12,000, 91% neutrophils. The urine 
was acid with a specific gravity of 1.017, a trace of 
albumen, no sugar, and a few RBC-s, WBC-s, and 
hyaline casts present in the sediment. Spinal fluid 
findings at admission were: Cells 36 (28 polymor- 
phoneuclear leukocytes, 8 lymphocytes) in a grossly 
clear fluid. Protein 45 mgm., sugar 95 mgm. A di- 
rect smear was negative. The spinal fluid Wasser- 
mann was negative and the gold curve was 0-0. A 
chest x-ray was suggestive of bronchiolitis. Aggluti- 
nations for typhoid, paratyphoid, brucella, tularemia, 
BUN 
42 mgm. Total proteins 6.6 gms. Albumen 3.2 gms. 
Globulin 3.4 gms. 

A diagnosis of meningitis was made and treat- 


and the Weil-Felix reaction were negative. 


ment was begun. Initially he was given 5 grams of 
sodium sulfadiazine intravenously and this was fol- 
lowed by 2 grams of oral sulfadiazine every four 
hours along with 2 grams of soda bicarbonate. Blood 
levels varied from 15 mgm. at the start to 8 mgm. 
at the time it was discontinued. Penicillin 50,000 
units every three hours,.as begun by his personal 
physician two days before admission, was continued. 
At the time of the initial lumbar puncture, 10,000 
units of penicillin were injected intrathecally. 
There was a constant temperature elevation of 
from 103°-104° (rectally) and the pulse. rate ranged 
between 120-140/min. He remained stuporous. On 
November 28, the third hospital day, a petechial 
rash appeared in the conjunctivae, on the mucous 
membrane of the palate and pharynx, on the trunk, 
and on the extremities, and a pericardial friction rub 
was heard. An electrocardiogram revealed changes 
consistent with pericarditis, but by December 3, six 
days later, these changes were much less marked and 
on December 5 the EKG was normal. With the rec- 
ognition of the pericarditis, the penicillin dosage 
was increased to 200,000 units every three hours. 
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The fever, tachycardia, and stupor persisted, but 
the rash faded and had disappeared by the fourth 
day after its appearance. 

On December 1, flatness to dullness was found 
over the left lower chest posteriorly with absent tac- 
tile fremitus and distant bronchial breathing. This 
area was tapped and 150 cc. of turbid orange fluid 
was obtained and penicillin, 100,000 units, was in- 
stilled. The left pleural space was subsequently 
tapped on three other occasions with the removal of 
200 cc. yellow-orange turbid fluid and instillation 
of penicillin locally. He continued to run a down- 
hill septic course. Repeated lumbar punctures were 
done and each time the fluid was under normal pres- 
sure but slightly cloudy with the cell count varying 
from 150-269 with 68%-87% lymphocytes. Peni- 
cillin, 10,000 units, was instilled at each tap. 

There was no clinical improvement and when an 
alkalosis developed on the seventh hospital day as a 
result of the large dose of soda bicarbonate, the sul- 
fadiazine and soda were discontinued. Penicillin 
was continued at 200,000 units every three hours and 


streptomycin .3 gms. every four hours was started 
on the chance that we were dealing with tularemia 
in the pre-agglutining phase. On this schedule a 
streptomycin blood level of 20 to 40 mcgm. per cc. 
was maintained. He was transfused repeatedly. 

On the 8th hospital day (December 3), he de- 
veloped peripheral edema, slight distention of the 
neck veins and rales were heard in both lungs, so 
he was digitalized. For the next two days, there 
was slight clinical improvement manifested by a 
moderate drop in temperature and some mental 
clearing. The nuchal rigidity had disappeared and 
there was definite exfoliation of the skin from the 
sites of the previous rash. On the 9th and 10th hos- 
pital days (December 4 and 5), he became progres- 
sively worse with a return of his fever to 104° and 
a rapid rise in pulse and respiratory rates. There 
was radiographic evidence of pericardial effusion al- 
though no clinical evidence of cardiac tamponade. A 
diagnostic pericardial paracentesis was done on the 
10th hospital day (December 5) and 30 cc. of bloody 
fluid which did not clot was obtained. 

In spite of all therapeutic measures, he became 
progressively worse and expired at 6:00 a.m. De- 
cember 7, eleven days after admission. 

At autopsy, the following diagnoses were made: 
Staph. aureus septicemia with acute bacterial endo- 
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carditis, acute pericarditis, myocardial abscesses, and 
septic infarctions of the brain, spleen, and kidneys. 
Also there was an interstitial, focal, acute pancreati- 
tis and patchy bronchopneumonia. 

The pericardial cavity was distended with 760 cc. 
of bloody fluid. The parietal and visceral surfaces 
of the pericardium presented the shaggy appearance 
of pericarditis. The heart weighed 475 grams and 
was normal in contour. The myocardium was firm 
and brownish red. The endocardium was smooth 
and glistening except for a small, pale, dull, gray- 
ish area 2 mm. in diameter on the tip of a papillary 
muscle in the left ventricle. Adjacent to this lesion 
and continuous with it, there was an extension into 
the wall of the left ventricle to form an indistinctly 
outlined yellowish brown patch of necrotic tissue 
about 1 cm. in diameter. From this abscess there 
were further extensions through the heart wall and 
into the epicardial fat and into the heart muscle be- 
tween the aorta and the left atrium. The center of 
this area consisted of fairly thick grayish-pink, semi- 
liquid material. 

Microscopically the heart showed large areas of 
myocardial necrosis and infiltration by large num- 
bers of small round cells and polymorphonuclear leu- 
kocytes with separation of muscle fibers. 

In other sections of the myocardium, there were 
satellite micro-abscesses. The epicardium was de- 
stroyed and replaced by a thick layer of fibrin with 
inflammatory cells in the mesh and in the epicardial 
fat. Numerous bacterial colonies were scattered in 
the necrotic tissue and in the inflammatory exudate. 
A section of endocardium showed thickening with 
clusters of inflammatory cells on the surface. A sec- 
tion of the vegetation from the lower surface of the 
aortic cusp revealed piling up of necrotic fibrin 
mixed with degenerated polys and clumps of bac- 
teria. The pericardium showed a deposit of fibrinous 
exudate on the surface. The exudate was undergoing 
organization manifested by capillary and fibroblastic 
proliferation. 

Antibiotic sensitivity studies were particularly in- 
teresting in this case. Spinal fluid cultures were per- 
formed four times and all were negative. Fluid from 
the left pleural cavity was obtained on December 1 
and 4. The culture on December 1 was negative; the 
December 4 specimen was positive for Staphylococ- 
cus aureus. Blood cultures were taken on four oc- 
casions, the initial one being on the day of admis- 
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sion. All were positive for Staphylococcus aureus. 
The pericardial fluid obtained on December 6 showed 
Staphylococcus aureus. At autopsy pericardial fluid 
and heart blood were obtained and showed Staphy- 
lococcus aureus. Detailed study of the organism 
from all eight isolations indicated that they were 
identical and could be identified as Staphylococcus 
aureus. 

All eight isolations were studied for in vitro sensi- 
tivity to sodium sulfadiazine, sodium penicillin, and 
streptomycin. A serial dilution technique employing 
brain-heart infusion broth at pH 7.2 was employed 
with 24 hour incubation at 37 °c. 

All cultures were uniformly resistant to a concen- 
tration of 25 mgm. of sodium sulfadiazine per cc. 
of media and to 50 units of penicillin per cc. of 
media. The initial culture isolated from blood on 
November 28 was resistant to 3.1 mcg. of streptomy- 
cin per cc. of media and sensitive to 6.25 mcg. per 
cc. The isolates from blood on December 1, 4, and 
5 were sensitive to 12.5 mcg. of streptomycin per cc. 
of media as was that obtained from the chest fluid 
on December 4. The isolates at autopsy from peri- 
cardial fluid and heart blood were resistant to 50 
mcg. of streptomycin per cc. of media. 

It can be seen that the organism was initially re- 
sistant to therapeutically obtainable levels of sul- 
fadiazine and penicillin and, while questionably sen- 
sitive to streptomycin when this therapy was begun, 
resistance rapidly developed to a degree where ther- 
apeutic efficacy of the drug was unobtainable. 

In looking back, it would seem fair to ask, “Why 
were not massive doses of the antibiotics used in 
treatment; e.g., 8 to 10 million units of penicillin 
daily by continuous drip, or 4 to 6 grams of strepto- 
mycin?”. The answer is that on the first positive 
blood culture for Staphylococcus aureus, this organ- 
ism was thought to be a contaminant and was not 
reported. Following this, there were several nega- 
tive cultures of spinal fluid and chest fluid, and then 
again positive cultures from the blood, chest fluid, 
and pericardial fluid. The positive report arrived on 
the ward shortly after the patient’s death, so we were 
completely in the dark as to the causative organism 
throughout the course of his illness, and in the latter 
part were thinking in terms of viruses and rickettsiae 
rather than pyogenic organisms. 

In view of the autopsy findings of multiple meta- 
static foci throughout the body with the gross myo- 
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cardial abscess in the region of the involved aortic 
valve which was well on its way to perforation into 
the pericardium and the proven extreme resistance of 
the organism, it seems doubtful that any amount of 
any available antibiotic would have altered the out- 
come. 
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high degree of resistance to both sulfadiazine and 
penicillin from the beginning and rapidly developed 
resistance to streptomycin so that the therapeutic 
efficacy of these drugs was negligible. 
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SUMMARY 
1. A case of Staphylococcus aureus pyemia is pre- 
sented in which a gross abscess of the myocardium 
was demonstrated at autopsy. 
2. The causative organism was found to have a 


Myocarditis, General Review, with 
Arch. Path. 33:88-137, Jan- 


Floral Eponym 


Cinchona 
Dona FRANCISCA HENRIQUEZ DE RIVERA, COUNTESS OF CHINCHON 


N 1663, Sebastiano Babo wrote that the wife of the Viceroy, the Count of Chinchon, 
] had a severe attack of tertian fever. She was quickly cured by the bark of a native 
Peruvian tree. This 
story was unquestioned until recently. It was also believed that the Countess of Chin- 
chon introduced the remedy into Europe. In 1930, Miss I. A. Wright, on behalf of 
Sir Henry Wellcome, discovered the official diary of the Count of Chinchon for the 


The bark was for that reason called the ‘‘Countess’s Powder”. 


period he served as Viceroy of Peru. This diary gives detailed accounts of the illnesses, 
not only of his family, but of all prominent people in Lima at the time. There is no 
evidence that the Countess had tertian fever. Furthermore, the Countess did not return 
to Spain and distribute the remedy on her lord’s estates in the valley of the Tagus. 
She died on her way home and was buried at Carthagena, Colombia, January 14, 1641. 
For those who are interested in the unbelievable number of errors in the history of 
quinine, the account of A. W. Haggis (Bull. Hist. Med. 10:417 and 568, 1941) is 
revealing. 

Cinchona is a genus of perhaps sixty of mostly Andean trees of the family Rubiaceae. 
C. officinalis, long thought to be the best source of quinine has been replaced by Java- 
nese hybrids. 
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PROLAPSING GASTRIC MUCOSA* 


Davin B. Corcoran, M.D., F.A.C.S., 
Suffolk, Virginia, 
and 
K. K. Wattace, M.D., 
* Norfolk, Virginia. 


The paucity of reports of this condition in the lit- 
erature would lead one to suspect that prolapse of 
the gastric mucosa through the pyloric ring produc- 
ing different degrees of pyloric obstruction is quite 
rare. As far as we can ascertain, the first case was 
reported by Von Schneiden! in 1911. Eliason and 
Wright’ reported one case in a discussion of benign 
tumors of the stomach in 1925. In 1948 Nygaard 
and~Lewitan® summarized the cases reported up to 
that time and added seven of their own, bringing the 
total up to 42. Since then, Ferguson* has reported 
23 cases, Cove and Curphy® have reported 22 cases, 
Wilson and Granger® have reported 25 cases, and 
one more case was reported by Moon and Speed.* 

Recent writers on this subject, however, believe 
that this condition is much more prevalent than we 
realize and blame its apparent rareness on the fact 
that many of us are unfamiliar with it. That the le- 
sion may easily be missed, even by a trained roent- 
genologist, was very clearly illustrated by Archer,’ 
who reported that in an examination for the Ameri- 
can Board of Radiology, when'films of this condi- 
tion were presented, only one candidate of the entire 
group examining these films diagnosed the lesion 
correctly. That was in 1939. It is likely that in 
1950 the results would be much different. Even 
among those interested in the condition, however, the 
incidence of this disease varies, widely. Rees? found 
4 cases in 300 examinations or an incidence of .13 
per cent at the Reese Stealy Clinic and 2 cases in 
2,550 examinations or an incidence of .08 per cent 
at the San Diego County Hospital. Scott! reports 
14 cases in 1,346 examinations or an incidence of 
1.04 per cent. Ferguson,‘ however, reports 23 cases 
in 297 examinations or an incidence of 7.7 per cent. 

Etiology: Since the etiology is unknown, many 
theories have naturally been advanced and each au- 
thor seems impelled to evolve one of his own. The 
inflammatory theory has been advanced by Eliason 
and Wright,” who believe that chronic irritation pro- 


*Read before the Seaboard Medical Association of 
Virginia and North Carolina, December 8, 1949. 


duces inflammation and hypertrophy. When the hy- 
pertrophy of the mucosa in the region of the pylorus 
becomes great enough, the large folds are pushed 
through the pyloric ring by peristaltic waves, thus 
producing the typical prolapse. 

Rubin” believes that the inflammation itself pro- 
duces an increased peristalsis which initiates the 
prolapse. 

Rees? has stressed the role played by a narrowing 
of the pyloric aperture with a relative loss of muscu- 
lar substance and the formation of a fibrous ring. He 
thinks that the narrowed aperture produces hyper- 
peristalsis which in turn produces mucosal hyper- 
trophy and later prolapse. 

Scott” believes that the initial change is a loosen- 
ing of the mucosa which is produced by stretching 
during normal gastric movements. He stresses the 
independent mobility of the mucosa and believes that 
the “common denominator in the theories of gastric 
prolapse” is a disturbance of gastric peristalsis. 

Golden" is of the opinion that the initial mucosal 
hypertrophy is due to a gastritis. 

In evaluating these theories it is important to em- 
phasize a few fundamental facts. First of all, we 
know that gastric mucosal hypertrophy may be pro- 
duced by a variety of causes, such as infection, 
Secondly, 
peristalsis is an ever present propulsive force which 
can produce prolapse of hypertrophic mucosal folds 
as soon as these folds become sufficiently large. When 
prolapse occurs, one would expect the condition to 
be progressive; there would be partial strangulation 
or at least irritation of the prolapsed folds, which 
would produce edema and increased hypertrophy. 
Partial pyloric obstruction, produced by the pro- 
lapsed folds would naturally result in hyperperistal- 
sis, thus producing increased hypertrophy and more 
complete obstruction. The fibrous narrowed pyloric 
ring described by Rees® could easily be a fibrous re- 
action in the submucosa to the constant irritation 


chronic irritation, or hyperperistalsis. 


and trauma produced by the prolapsing folds. 
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Pathology: The pathologic picture in this condi- 
tion consists of a redundancy of the mucosa of the 
pyloric end of the stomach with hypertrophy of the 
rugae. The mobility of the mucosa on the muscu- 
laris is greater than normal. 

Microscopic examination of the mucosa shows 
hyperemia and diffuse extravasation of red blood 
cells. 

Eliason and Wright” have described inflammation 
in the mucosa and Rubin” described a case in which 
the prolapsed mucosa had undergone malignant 
changes. 

Symptoms and Physical 
writers have not been able to determine any charac- 


Findings: Previous 
teristic symptom or symptom complex for this con- 
dition and this has been the case in our series. There 
is no way to separate these patients clinically from 
those suffering from peptic ulcer and allied dis- 
orders. In our group of nine cases, all complained 
of indigestion or epigastric distress. Three com- 
plained of pain, two of nausea, three experienced 
vomiting and four gave a history of hematemesis. 
The only physical finding we encountered was oc- 
casional mild to moderate epigastric tenderness. 
Cove and Curphy® have reported an inconstant, soft 
They 
believe that this mass is palpable when the prolapse 


doughy, palpable mass in the epigastrium. 


is present and disappears when the prolapsing mu- 
cosa falls back into the stomach. We have not en- 
countered this finding. 

Diagnosis: All are agreed that there is no symp- 
tom or combination of symptoms that will enable 
one to make the diagnosis from clinical observation. 
A definite diagnosis depends upon radiologic evi- 
dence and upon this alone. 

The characteristic x-ray picture consists of a cen- 
tral mushroom or caulifiower-like negative shadow 
located at the base of the duodenal bulb, the so-called 
“umbrella sign”. This deformity is characterized by 
variability, frequently presenting a different appear- 
ance during the same examination and almost invari- 
ably presenting some change when the examination 
is repeated on a different occasion. 

‘At one time the duodenal bulb may be almost filled 
with a non-opaque intraluminal protrusion and at 
another only a small portion of the bulb adjacent to 
the pylorus may be involved. Quite often the re- 
dundant mucosa can be traced from the antral canal 
through the pyloric opening into the base of the 
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bulb. Gastric peristalsis is usually hyperactive. At 
times the lesion may not be seen fluoroscopically and 
will show up only on the films. Indeed, the process 
cannot always be demonstrated on a single examina- 
tion and may at times be visible in only one or two 
of several radiographs taken at the same examination. 
It is frequently necessary to make examinations on 
two or more occasions before the lesion actually pre- 
sents itself. Visualization is best obtained in the 
conventional right postero-oblique projection. 
Conditions which may simulate the radiologic ap- 
pearance of prolapsing gastric mucosa are: 
This is the most 
difficult lesion to differentiate. Archer* believes that 
it is almost impossible to distinguish these two en- 
tities. 


1. Prolapsing gastric polyp: 


Mucosal folds traversing the pyloric canal, 
however, are seldom seen in association with a pro- 
lapsed polyp and the polypoid defect of a prolapsed 
gastric polyp is frequently eccentric; whereas the 
defect associated with prolapsing gastric mucosa is 
usually centrally located in the base of the duodenal 
bulb. 

2. Duodenal ulcer may be confused with this con- 
dition but is usually found on the anterior or pos- 
terior aspect of the bulb rather than in the base and 
is more apt to produce deformity of the entire bulb. 
During fluoroscopic examination the duodenal bulb 
does not appear irritable in the presence of prolaps- 
ing gastric mucosa as it does with duodenal ulcer. 

3. Hypertrophic pyloric stenosis may infrequent- 
ly be confused with this condition, but the presence 
of a central streak of barium in the lobulated filling 
defect would indicate the presence of prolapsing gas- 
tric mucosa. 


CASES 

Brief summaries of the essential findings in the 
nine cases comprising this series are presented below. 

Case I—A middle-aged, married woman, when 
first seen, gave a history of severe epigastric pain 
which became worse after meals. There had been 
nausea and vomiting and one episode of severe 
hematemesis. On original gastro-intestinal x-ray 
studies a diagnosis of gastric polyp prolapsing into 
the duodenum was made (Fig. I). 

At operation, a suspicious thickened area was seen 
on the lesser curvature; no polyp could be found. 
This thickened area was removed in order that mi- 
croscopic studies could be made to exclude car- 
cinoma in situ. These studies did not reveal any 
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Fig. 1. Intraluminal filling defect in duodenal bulb. Such de- 
formity could be produced by either polyp or prolapsing 
mucosa. 


malignancy. Post-operatively the patient did not 
show any improvement. Repeated gastro-intestinal 
studies done post-operatively showed the persistence 
of a prolapsing pyloric lesion. 

A diagnosis of prolapsing mucosa was made and 
at a second operation a partial gastrectomy was 
performed (Figs. II and III). Complete relief was 
afforded post-operatively for three weeks, and then 
the patient developed edema of the stoma with re- 
tention in the gastric remnant. When this edema 
subsided, she developed a persistent dumping syn- 


Fig. 2. Unopened operative specimen from Case 1 showing pro- 
lapsed mucosa. 
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drome and has continued to suffer from symptoms 
of post-prandial nausea and weakness. 


Fig. 3. Opened operative specimen from Case 1 showing hyper- 
trophic hypermobile mucosal folds. 


Case 2.—A middle-aged man had had epigastric 
distress for three years. He suffered from occasional 
vomiting and had one episode of hematemesis. 

His x-ray studies showed a mucosal prolapse as- 
sociated with a Maltese Cross deformity which would 
ordinarily be indicative of duodenal ulcer. Symp- 
toms persisted in spite of conservative treatment. 
Relief was obtained after a subtotal gastrectomy was 
performed. At operation no ulcer was found (Fig. 
IV). 


Fig. 4 Pictures of Case 2 showing maltese cross deformity in 

association with mucosal prolapse. No ulcer found at 
operation. 

Case 3.—A 54 year old woman complained that 

her stomach had been “swelling” and had a vague 


sense of discomfort in the epigastrium. There was 
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no nausea or vomiting and no hematemesis. 

Roentgenography showed prolapsed mucosa and 
a small hiatus hernia which was believed to be in- 
significant (Fig. V). This patient obtained relief 
from conservative therapy. 


Fig. 5. Case 3. Prolapsed mucosa associated with a smal] hiatus 
ernia. 


Case 4.—A 37 year old woman complained of pain 
in the mid-abdomen, more severe after meals. There 
had been no vomiting. 

X-ray studies showed prolapse of the gastric mu- 
cosa without any other associated pathology. Relief 
was obtained from conservative therapy. 


Fig. 6. Case 6. Prolapsed mucosa efroneously diagnosed duo- 
denal ulcer on several occasions. 
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Case 5.—A 69 year old man complained of vague 
epigastric distress when his stomach was empty. A 
week before this investigation he vomited blood for 
three days and passed black tarry stools. 

The roentgenographic examination showed an un- 
complicated prolapse of the gastirc mucosa. He was 
treated conservatively and has received symptomatic 


Pat 


Uncomplicated prolapsed gastric mucosa. 


Fig. 7. Case 7. 


relief. There has been no further hematemesis or 
melena. 

Case 6.—A middle-aged male suffered from epi- 
gastric discomfort. There had been nausea but no 
vomiting. At times he experienced burning epigas- 
tric pain which radiated through to the back. 

X-ray studies revealed a prolapse of the gastric 
mucosa (Fig. VI). This patient obtained relief from 
conservative therapy. 

Case 7.—A 57 year old man suffered from occa- 
sional indigestion and vomiting associated with gag- 
ging. A few days before his x-ray examination he 
vomited blood and passed tarry stools. 

Roentgen ray observations disclosed an uncompli- 
cated mucosal prolapse (Fig. VII). This patient ob- 
tained relief from conservative treatment. There has 
been no further hematemesis or melena. 

Case 8—A 54 year old male had suffered from 
epigastric pain of three years duration. There had 
been no nausea or vomiting and bowel habits had 
been regular. Food seemed to aggravate the symp- 
toms on some occasions and relieve them on others. 

Studies in this instance revealed mucosal prolapse 
with an associated so-called antral gastritis (Fig. 
VIII). This patient obtained relief from conservative 


— 
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therapy. 

Case 9.—A 33 year old colored woman had had 
some epigastric distress and discomfort ever since 
adolescence. She had suffered from occasional epi- 
sodes of epigastric pain accompanied by nausea and 
_ vomiting for the same length of time. She had gas- 
tro-intestinal x-ray studies performed twice in the 
past, the first one several years ago and the last one 
about seven months prior to this examination. Each 
time she was told that the x-rays showed a sugges- 
tion of a duodenal ulcer. She had continued to have 
attacks of sharp epigastric pain accompanied by 
nausea and occasional vomiting. At times this pain 
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Treatment: The earlier articles on this subject 
emphasized surgery as the treatment of choice. This 
was due to the fact that only the more serious cases 
were diagnosed at that time and in these instances 
the severity of the symptoms warranted exploration. 

As roentgenologists have become more skillful in 
picking up mucosal prolapse, more and more mild 
cases in which the prolapse was less extensive and 
the symptoms less severe have been found. 

We believe that most of these cases can be treated 
medically and will obtain sufficient relief from a 
bland diet and antispasmodics to make surgery un- 
necessary. 


Fig. 8. Case 8 Prolapsed mucosa with asscciated so-called 
antral gastritis. 


radiated through to the back. , Her symptoms did 
not show any definite relation to food but were oc- 
casionally relieved by alkali. There had never been 
any hematemesis or melena. Her suffering had been 
almost continuous for the week before she was ad- 
mitted to the hospital. 

The x-ray studies of the upper gastro-intestinal 
tract showed a prolapse of the gastric mucosa and a 
small gastric ulcer which was located on the lesser 
curvature near the incisura (Fig. IX). This patient 
was placed on a bland diet with antacids and anti- 
spasmodics. She responded well and was symptom- 
free when she left the hospital. Since discharge, 
however, she has had a return of her symptoms, and 
we believe that this patient will eventually have to 
be tréated surgically. 


Fig. 9. Case 9. Prolapsed panied by gastric ulcer. 


Surgery should be reserved for those cases in 
which symptoms are marked and do not respond to 
conservative measures and to those cases which ex- 
perience repeated hemorrhage in spite of conserva- 
tive therapy. 

Surgical therapy when decided upon usually fol- 
lows one or two general plans. The more conserva- 
tive of these consists of exploration of the pyloric 
portion of the stomach with resection of the redun- 
dant mucosa. The mucosal continuity is then re- 
stored and the sutures which accomplish this are so 
placed that they fix the mucosa to the deeper layers 
of the stomach and correct its hypermotility. When 
this part of the procedure has been completed, some 
form of pyloroplasty is performed. A Finney pyloro- 
plasty is the type which has been used most frequent- 
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ly but Mikulicz and Fredet Rammstedt procedures 
have both been employed with good results. 

The other or more radical surgical therapy con- 
sists of removing the offending portion of the stom- 
ach by means of a partial gastrectomy. This 
approach has the advantage of removing the patho- 
logical tissue. Its main disadvantage lies in the fact 
that it may on rare occasions be followed by incom- 
plete obstruction due to edema of the stoma or by 
the distressing symptoms which accompany the 
“dumping syndrome”. 

It would seem on theoretical grounds that this 
condition lends itself admirably to treatment by 
means of a Billroth I gastrectomy. This procedure 
would permit removal of the pyloric portion of the 
stomach and the resulting gastroduodenostomy would 
produce a more physiological organ than the gastro- 
jejunostomy resulting from a polya type of procedure. 


CONCLUSIONS 

1. From experience with this series and from a 
study of reports in the literature, particularly the 
more recent ones, we believe that prolapse of the 
gastric mucosa is much more common than is gen- 
erally suspected. 

2. Since the physical findings and symptoms are 
not characteristic, diagnosis can only be established 
roentgenologically. 

3. The symptoms of this condition can be con- 
trolled medically in the majority of cases. 

4. We believe that surgery should be reserved for 
those cases in which symptoms are marked and do 
not respond to conservative measures and to those 
cases which experience repeated hemorrhage in spite 
of conservative therapy. 

5. When surgery is decided upon, we believe that 
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an operation should be performed which will remove 
the offending portion of the stomach. This would be 
a gastrectomy and for this condition we believe that 
a Billroth I procedure is the gastrectomy of choice. 
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A SHORT TOUR OF THE VIRGINIA PENINSULA* 


Grorce G. Hankins, M.D., 
Newport News, Virginia. 


As President of the Virginia Peninsula Academy 
of Medicine I am grateful to your program com- 
mittee for the opportunity to greet you on this 
memorable occasion, your 49th annual State Con- 
vention. 

It is indeed an honor and a happy privilege to 
welcome you here this evening to this not always 
too peaceful garden spot of our nation, for in every 
war in which our country has been involved this 
peninsula has been the scene of much activity. Dur- 
ing these threatening times this port has been one 
of the great ports of embarkation and debarkation 
of soldiers, guns and supplies, and our harbor was 
dotted with hundreds of merchant men, transports 
and navy escorts, while in the more recent conflict 
the skys overhead echoed the sound of thousands of 
propellers as our mighty air force soared to and 
from its base at near by Langley Field. 

To assist you in becoming oriented, so that you 
may enjoy your visit more, you are now invited to 
accompany me on a short tour of the Virginia Pen- 
insula, after which, with your indulgence, I wish 
to make a few remarks concerning the socialistic 
trend of the times. 

You are now seated on the roof garden of the 
Chamberlin Hotel, which is located on the extreme 
tip of the Virginia Peninsula, bounded on the north 
by the picturesque York, and on the south by the 
noble James; overlooking historic Hampton Roads 
and the sky blue waters of the Chesapeake Bay— 
cited by some historians as “The Mediterranean of 
the West”. This vast domain was once inhabited 
by the redman and ruled over by the mighty In- 
dian Chief Powhatan. As we reckon the age of a 
nation it seems but yesterday when the tribe man 
lived in the nearby village Kecoughtan, feasted in 
luxury on seafood and wild game and danced be- 
fore his campfires in celebration of many happy 
events, not the least of which was the season of the 
hunter’s moon. So recent does this seem, that it is 
said, on the dark of the moon and in the still of the 
night, if one watches from the banks of Hampton 


*An address by the President of the Virginia Peninsula 
Academy of Medicine before the Graduate Nurses Asso- 
ciation of Virginia at their 49th Annual Convention at 
Hotel Chamberlin, Old Point Comyort, April 13, 1949. 


River with a keen eye and an acoustic ear, the 
shadow of his canoe can still be seen, and the quiet 
stroke of his paddle heard, as he rounds the cove 
of Sunset Creek, homeward bound, to be greeted by 
his squaw as she sits before the glowing embers in 
their wigwam, awaiting his return. 

Come with me now on a limited voyage and I shall 
unfold before your vision a panorama of interesting 
history whose glorious past is unexcelled and to 
whose charm and enchantment modern civilization 
through its restorative power has attempted to add 
glamour. 

As we embark at Old Point Comfort and sail the 
blue waters of Hampton Roads, Tidewater Virginia 
history begins to reveal itself. On either side we 
view many land marks of past history on which is 
grafted its present magnificent greatness. We con- 
tinue up the James River and hurriedly view some 
of the historic shrines of the early settlers. As we 
approach Jamestown Island, the birth place of this 
nation just 342 years ago, we see in the distance 
the only remains of colonial structure on the island— 
the old church tower, preserved for posterity by that 
noble society, the Association for the Preservation 
of Virginia Antiquities. Around the remains of this 
Church can be seen the tombs of many of the early 
settlers, and its ivy mantled tower stands as a fitting 
monument to their faith in God. Among the more 
recent markers on this hallowed spot, there stands 
near the water’s edge a bronze statue of the beautiful 
Indian Princess Pocahontas, more picturesque as 
the day dies out in the west, and at eventide her 
shadow lengthens over the never ceasing ebb and 
flow of the nearby waters. As twilight closes in, her 
figure, silhouetted against a darkening horizon, can 
be seen gazing in the distance—a symbol of a van- 
ishing race—a lone sentinel over a dead past. 


As we journey further up the James on either side 
can be seen many colonial estates, whose spacious 
mansions and colorful gardens mirror the past and 
reflect the warmth and hospitality extended those 
who entered their portals. It was before the hearth 
stones of these homes that our forefathers dreamed 
of liberty and self-government and were to realize 
that dream on the historic battlefields of Yorktown. 
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We now travel by land a short distance to restored 
Williamsburg, truly a cluster of historic shrines, be- 
traying the grandeur and glory of the golden age 
of Tidewater Virginia. Time will not permit my 
enumerating each of these interesting shrines, but 
we must pause to give recognition to the Wren 
Building, on the William and Mary College Cam- 
pus, facing Duke of Gloucester Street, said to be 
the only building in. America designed by that great 
English Architect, Sir Christopher Wren. As we 
travel down Duke of Gloucester Street, we pass many 
buildings whose history is most interesting, and at 
the east end of this street we see the old Capitol, 
still flying the British Jack, where the House of 
Burgesses met on many memorable occasions and 
whose walls echoed the belligerent voice of the great 
Patrick Henry and where George Mason proclaimed 
The Virginia Bill of Rights. 

-Another short journey over a picturesque high- 
way that winds through forest and dell, over inlet 
and stream to trail along the banks of the blue 
waters of the York until we approach Yorktown’s 
historic battlefields, which at this season of the year 
are canopied with the golden glow of buttercups and 
hedged by yellow blossoms of Scotch Broom against 
a white background of flowering dogwood. Here in 
this quiet serene environment we pause to look over 
the field of valor and reappraise our great heritage. 
A few steps to the near by banks of the York, over- 
looking this beautiful harbor stands a marble shaft 
on which is mounted a goddess of liberty, surrounded 
by her attendants, erected in commemoration of that 
great achievement of our forefathers, the Independ- 
ence of America. In reverence, we stand with bowed 
heads and give thanks to God. 


In this brief panorama of Virginia Peninsula 
history, we have voyaged on historic waters and trav- 
eled over sacred soil, paused with reverence on the 
field of valor, reappraised our great heritage and 
passed many mile stones of hardships and tragedies 
as we step by step approach our destiny. 


So it behooves us in our ever onward march of 
progress that we remember our great heritage and 
the sacrifices by which it was achieved. That we 
vary not too far from the fundamental precepts and 
teachings of our forefathers. That we turn a deaf 
ear and a belligerent fist to the many “Isms” that 
infest the day, warp our thoughts and dim our 
vision. By so doing we shall remain the “masters 
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of our fate, the captains of our souls’, and shape our 
own destiny. 

In this connection let me warn you of the So- 
cialistic trend of the times. Socialized Medicine is 
but an entering wedge, advocated at this time to ful- 
fill a political promise to pay a political debt. 

In the hands of unscrupulous politicians, state 
medicine is an easy branch of socialism to sell the 
man on the street, the unthinking public who is al- 
ways anxious to obtain something for nothing. Then 
too, there are those among us who know better, yet 
are weary of individual resourcefulness and willing 
to sacrifice their freedom and become regimented 
wards of a bureaucratic state. The high ranking 
politicians and labor leaders of today recognize so- 
cialized medicine as the pearl of great price and its 
potential value from a political view point. These 
men, under the guise of leadership and a so-called 
mandate from a questionable majority of the peo- 
ple, hope to use this great power to turn on the heat 
that will forge today the shackels they hope we shall 
wear tomorrow. 


Beware of those who under the pretense of benevo- 
lence would come bearing gifts to the people. Be 
not deceived, tomorrow they will demand that pound 
of flesh. Let us awake from this lethargic state, this 
seemingly pleasant dream. Let us meet our socio- 
logical obligations and solve our problem in the 
American way. 


State Medicine is an obsolete movement, which 
was founded by Bismarck about 1879. From Ger- 
many it has spread to every country in Europe, as 
a part of a socialistic movement and to Russia as a 
political aid to communism. At the present time it 
is undergoing a great experiment in England, while 
we look on and pay government employed columnist 
out of public funds to expound the virtues of this 
great humanitarian crusade 


a part of the well 
planned propaganda to sell it to those who do not 
think for themselves. Incidentally, considering Eu- 
rope’s past and present we should hesitate to adopt 
its ideologies. 

True, it is, that there are indigents who need 
medical care and should have it at any cost; but 
let us pay this cost from the public treasury as we 
would any other necessary public welfare obligation, 
and not impose compulsory insurance on the poor 
as well as the rich. I might remind you, that these 
same indigents also need food, raiment, shelter and 
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sanitation, and, if compulsory insurance is necessary 
to provide medical care, it is also necessary to pro- 
vide these other essentials. When we adopt this 
method of furthering the needs of the people, we 
are well on cur way to a socialized state and cannot 
retrace our steps. 


The administration’s proposed Compulsory Health 
Insurance bill would, by compulsory insurance, 
cover only those who are working and their depend- 
ents, leaving approximately 35,000,000 people un- 
protected. To administer this plan of socialized 
medicine, it is estimated that it would require at 
least 600,000 more federal employees. Of course our 
taxes would be raised in proportion. 


We now have 52,000,000 people covered by vol- 
untary medical insurance with the number increas- 
ing rapidly each year. The public is insurance 
minded and is realizing the importance of voluntary 
medical and hospital insurance. As medicine has 
progressed, it has become more costly. More ex- 
pensive diagnostic equipment and more expensive 
drugs are required to combat diseases. The cost of 
educating and training a doctor or nurse has tripled. 
The time required to train a doctor makes the av- 


erage age of a physician about 30 years before he 
earns a livelihood. Statistics show that it costs the 


average doctor in the United States $7,200.00 per 
year to maintain his office. Therefore, medicine is 
expensive to the layman and the doctor alike. 
There is now before Congress a substitute medi- 
cal bill, introduced by Senator Hill of Alabama, 
that is acceptable to organized medicine. This bill 
proposes to aid voluntary insurance by paying the 
premiums for the indigent and unemployed from 
the public treasury. It also would appropriate 
funds for research work, medical schools, hospitals, 
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training centers for nurses, health centers, etc., by 
rendering direct financial aid to the States. In 
other words, it is a bill which will help in the prog- 
ress of medicine and build on the firm foundation 
that now exists. It will not produce a dangerous 
drain on our economy, nor the chaotic confusion 
that would necessarily follow in the wake of the 
administration’s compulsory health insurance bill. 

Suffice it to say, volumes have been written on 
this highly controversial subject and time does not 
permit detailed discussion. However, it is my hum- 
ble opinion, and the opinion of over 150,000 doctors 
in this country and many millions of far-sighted 
laymen with analytical minds, that if the Adminis- 
tration’s present compulsory health insurance medi- 
cal bill is adopted, it will be a national misfortune 
of enormous import and the end of progressive medi- 
cine as we know it today. 

In closing, I would pay this tribute to the Gradu- 
ate Nurse. To the progress of modern medicine she 
is indispensable. To her patient she is like unto 
the morning glory in the wake of the dewy dawn, 
to the petals of the rose in the beams of the noon 
day sun. To him she is his beacon light, his guiding 
star, his guarding angel, who keeps the lonely vigil 
of the night. It is her ever watchful eye that notes 
the flush or pallor of his cheek. It is her hand that 
strokes his weary brow and her voice that speaks 
the encouraging word that guides him through the 
dark and wearied caverns of hopelessness and de- 
spair. It is her spirit that soothes and sustains him 
in his darkest hour. Her reward:—The distant 
echo of that soft still voice saying, “As often as ye 
have done it unto one of the least of these my breth- 
ren, ye have done it unto me”. 
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Case Reports 


A 45 year old woman passed both bright 
and dark blood by bowel intermittently for 
18 months. During this time, she was treat- 
ed by two doctors for hemorrhoids. One of 
the doctors accepted the hemorrhoids as the 
cause of bleeding after visual inspection of 
the anus, the other also did a digital rectal 
examination. 


At the end of the 18 months, she experi- 
enced violent low abdominal pain and fresh 
rectal bleeding. The abdomen was explored 
and the sigmoid was found intussuscepted 
into the rectum. The intussusception was 
reduced. After the operation, the pain was 
relieved but the rectal bleeding continued. 


She was then referred to another hospital 
where, on digital rectal, only old hemor- 
rhoidal tags were found. At proctoscopy, 
fresh blood was seen coming down from 
above the limit of proctoscopic visualization. 
X-ray examination by means of a barium 
enema demonstrated a polypoid tumor in the 
upper sigmoid. That portion of the colon, 
including a wide margin on either side of 
the tumor, was resected together with its 
mesocolon which contained several enlarged 
nodes. There was no macroscopic evidence 
of tumor beyond the regional nodes. The 
pathological study of the tumor showed a 
benign polyp which had undergone malig- 
nant degeneration. There were metastases 
in a few of the lymph nodes. 


Comment: 1. Even though actively bleed- 


ing hemorrhoids are found, they must not 
be accepted as the sole cause of rectal hem- 
orrhage. A fuil investigation must still be 
conducted to rule out the presence of addi- 
tional bleeding points higher up. 

2. The investigation must include a digital 
rectal examination (about 40 per cent of 
large bowel tumors occur in reach of the 
examining finger), proctoscopic examination 
(another 35 per cent, approximately, occur 
within the range of proctoscopic vision), and 
an X-ray study of the colon with contrast 
media (about 25 per cent of large bowel 
tumors are beyond proctoscopic visualiza- 
tion). The discovery of a possible source of 
bleeding by any one of these means is no 
reason to omit either of the other two pro- 
cedures. Multiple tumors of the colon are 
not rare and multiple polyps are found more 
frequently than single ones. 


3. Intussusception in the large bowel of 
an adult, except at the ileocecal junction, 
should be presumed to be due to the pres- 
ence of a tumor and is indication for re- 
section. 

4. In the above case, correct initial hand- 
ling would probably have resulted in 
discovery of the polyp before malignant de- 
generation had taken place. Surgical inter- 
vention at that point would have afforded a 
vastly improved prognosis. Correct surgical 
handling at the first abdominal exploration 
would have avoided the necessity for the 
second. 
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PUBLIC HEALTH 


L. J. Roper, M.D. 


State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
ease Control of the State Department of Health for 
November 1950 as compared with the same month 
in 1949, and for the period of January through Oc- 
tober 1950 as compared with the same period in 1949, 
is as follows: 

Jan.- Jan.- 

Nov. Nov. Nov. Nov. 

1950 1949 1950 1949 

Typhoid and paratyphoid___- 14 84 144 

Diarrhea and dysentery 243 3,644 5,674 

Measles 2,683 21,336 

Scarlet fever _ 816 735 

Diphtheria 173 176 
112 
Brucellosis a 61 
Rocky Mountain spotted fever 75 


THE DEVELOPMENT OF IMMUNITY TO 
POLIOMYELITIS 
In a report to the recent meeting of the Ameri- 
can Public Health Association in St. Louis, Dr. T. 
B. Turner, of the Johns Hopkins School of Hygiene 
and Public Health, pointed out that children and 


adults develop anti-bodies because of one or more 


contacts with poliomyelitis virus in their childhood. 
Only rarely do these contacts result in recognizable 
clinical disease. 

In a survey of 970 persons of varying ages in Balti- 
more, blood specimens were tested to determine the 
level of infection in different age groups. The test 
for antibodies was against the Lansing Virus, one of 
the three known types causing human poliomyelitis. 

On those tested Dr. Turner reported the following 
reactions: 


72% had protective antibodies 
10% 
1-4 years _.......-.. 50% 
84% 
90% 


In a review of 185 reported cases of poliomyelitis 


Under 3 months 
3 months—1 year_-__- 


5-9 years .=.. 
10-34 years 
15 years and over___- 


from Wythe County in 1950 the age grouping of these 
cases is Shown in the following table: 
Possibly Pro- 
No. of 
Cases 


tected in Gen- 

eral Population 

4.39% 

33.5% 
30.3% 
15.1% 
16.8% 


Under 1 yéar 
5-9 years _ ey 
10-14 years ____ 28 
15 years and over___ 31 


67% 
70% 
85% 
83% 


185 100.0% 

With the high attack rate in Wythe County and 
the distribution of reported cases, it may be assumed 
that the virus was widespread over the county and 
that all age groups, with the possible exception of 
young infants, had the opportunity to become in- 
fected. If we assume that in the main those who did 
not come down with poliomyelitis had protective anti- 
bodies because of infection at some previous period, 
then the similarity in the Baltimore series and the 
Wythe County series as regards protection, is inter- 
esting and possibly significant. 

We are aware of, and have attempted to avoid, an 
all too common tendency in the use of statistics. In 
a recent debate between representatives of a British 
and an American Institution, the Britisher accused 
his opponent of using statistics as a drunken man 
uses a lamp post; for support, rather than illumina- 
tion. 
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MENTAL HEALTH 


JoserpH E. Barrett, M.D., 


Commissioner, Department of Mental Hygiene and Hospitals. 


State Mental Hospital and Clinic Statistics 


One of the important phases of a mental health 
program is a statistical system whereby plans may be 
developed and results tabulated on a numerical basis. 


The statistical system which has been developed 
by this Department for the tabulation of such data 
is considered among the best in the United States. 
It had its beginning in 1938 when the State Hospital 
Board was established and at which time statistical 
records were set up on a central control system in- 
stead of as an individual hospital procedure. 


In order to have an efficient system, the use of 
punch cards for tabulations was inaugurated. Also, 
a central registry system including all patients on 
the records as of July 1, 1938, was established. To 
this registry all admissions to State hospitals and 
colonies and, as they are established, the mental hy- 
giene clinics, are filed as a permanent record. 


The case history of a patient is kept in the hos- 
pital or clinic. Certain basic information is reported 
to the central statistical system on coded cards which 
are used as a basis for tabulations of such items as 
diagnosis, sex, age, residence, education, race, nativ- 
ity, marital status, environment, occupation and alco- 
holic habits. This central registry system supplies 
information as to whether patients have received 
previous treatment in a hospital or a clinic. Through 
the medium of coded cards submitted by the hos- 
pitals, the central statistical system maintains a rec- 
ord of all trial visits, escapes and returns to hospitals. 
All discharges and deaths are also reported on coded 
cards. Data are tabulated for discharges giving 
length of stay in hospitals, age at time of discharge, 
and condition on discharge (recovered, improved, 
unimproved). Reports on deaths give length of stay 
of patient and age, cause of death. All of these are 
tabulated according to diagnosis. 

In the reports from mental hygiene clinics the data 
are tabulated as to source of referral, age, sex, race, 
diagnosis, intellectual level of the child, recommen- 
dations made and the treatment given. Other fac- 


tors will be tabulated as the clinic program continues 
to develop. 


One of the attributes of the central registry system 
is the value it will have in determining the success 
of our mental hygiene clinics. .These records are set 
up so that it will indicate whether or not a patient 
who has been treated in a clinic eventually requires 
hospitalization. In this manner we can determine 
the ratio of patients who are treated in clinics to those 
who eventually require hospitalization. In this way 
the value of the clinics to the individual, the com- 
munity and the State may be ascertained. 


The Department of Mental Hygiene and Hos- 
pitals has now on hand twelve years of statistical 
data available for special research studies. Some 
special studies have been made and more are 
planned; however, due to limited personnel the 
statistical division is handicapped in the field of 
mental hygiene and in supplying data to other State 
Departments and for legislative studies. Material is 
available from either the numerical standpoint or 
from coded information for research, on special au- 
thorization; however, names of patients and their 
families are kept as confidential records by the De- 
partment and at no time is the central registry open 
for public inspection, 


Mental hygiene clinic statistics under the State 
program were started during the year 1946-1947 but 
it was not until the year beginning July 1, 1947, 
that a central reporting system was inaugurated. The 
statistical reporting by the clinics was not standard- 
ized until July 1, 1950. At this time a permanent 
system was put into effect. At the present time we 
have fourteen State clinics. Since the opening of the 
clinics 9,461 persons have been admitied. Under 
treatment as of June 30, 1950 there were 2,716 pa- 
tients. Our mental hygiene program plans call for a 
total of 30 clinics in Virginia. This is based on the 
recommended ratio of one clinic to 100,000 popula- 
tion. In view of the fact that only 14 clinics have 
been established it can be seen that clinics are now 
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available to less than half of the people of Virginia. 
It is worth noting that the number of admissions to 
these 14 clinics is approximately the same as the num- 
ber of admissions to the State hospitals and colonies 
for the same period. 

It might be of interest to give a few statistical facts 
that are shown by the records and which indicate 
some of the problems that are a part of the care and 
treatment of the mentally ill. 

For the twelve years, July 1, 1938 to June 30, 
1950, 40,315 patients were admitted to the State hos- 
pitals and colonies. Approximately 70 per cent of 
these were first admissions (no record of previous 
hospitalization for mental disorder). On July 1, 
1938, there were 9,894 patients in hospitals; on June 
30; 1950, there were 12,094, an increase of 2,200 or 
22 per cent. This does not indicate any abnormal 
increase in the incidence of mental illness in Virginia 
because, during the same period of time, the general 
population increased 22 per cent. The ratio of pa- 
tients in our hospitals to that of the general popu- 
lation, which is 4 per 1,000, has remained approxi- 
mately the same for the past 12 years. 

The increase in population is reflected in the over- 
crowding of our mental hospitals and State colonies. 
The overcrowding ratio as of June 30, 1950, was 23 
per cent. The Virginia State hospitals have a rated 
capacity for 9,829 beds and on June 30, 1950, there 
were 12,094 patients in residence. This indicates 
that the facilities for caring for the mentally ill in 
Virginia are not keeping pace with population trends. 

Our statistical records show that approximately a 
third of the first admissions to our mental hospitals 
are 60 years of age and over. In 1943 this age group 
made up about one-fourth of the admissions. This 
rate has gradually increased since that time. The 
resident population of mental hospitals now shows 
approximately one-third in the 60 years of age and 


over group. This has increased from a rate of about 
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one-fourth in 1940. This factor has brought forth 
a serious problem in maintaining adequate housing 
and medical care for this class of patients. 

Our records show that 70 per cent of all first ad- 
missions are psychotic and of the 30 per cent with- 
out psychosis, approximately 60 per cent are alco- 
holics and drug addicts. Of patients admitted with 
a psychosis about 40 per cent are in the senile-arteri- 
osclerotic group and 10 per cent each of the de- 
mentia praecox (schizophrenia) and manic-depres- 
sive groups. Of the patients resident in hospitals 
approximately 88 per cent, have a psychosis. Of this 
number 39 per cent are in the dementia praecox 
group (schizophrenia), 23 per cent manic-depressive 
group, 12 per cent senile-arteriosclerotic group and 
7 per cent are in the general paresis and syphilis of 
the central nervous system group. Considering our 
discharge rate by classification, our statistics show 
that in the group discharged diagnosed as psychotic 
40 per cent were discharged as recovered, 52 per cent 
as improved, and 8 per cent as unimproved. Forty 
per cent of the total discharges were diagnosed as 
without psychosis. Most of this latter group were 
committed for observation, inebriety, drug addiction, 
or as mental, defectives. 

The statistical records also show that wé now have 
an average of approximately one physician for 500 
patients, one nurse for 250 patients, and one attend- 
ant for 11 patients. This figure is calculated on a 
24-hour basis. It can readily be seen that if these 
calculations were made on an 8-hour basis the ratio 
would show an entirely different picture, i.e., the 
ratio would be one employee in each of the above 
classifications for three times as many patients in any 
8-hour period. 

In conclusion, the aim of the statistical division of 
this Department is not only to keep accurate records, 
but, also, to build up a source of statistical informa- 
tion which will prove most useful for planning and 
for purposes of research in the field of mental health. 
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BOOK ANNOUNCEMENTS 


Immortal Magyar. Semmelweis, Conqueror of Child- 
bed Fever. By FRANK G. SLAUGHTER, M.D. 
Henry Schuman, Inc., New York, 1950. 211 pages. 
Cloth. Price $3.50. 


In the 5th volume of Medical Classics, Murphy 
lists 109 biographies of Semmelweis. In spite of all 
this biographical study, there are still phases of his 
tragic life that need elucidation. It is now generally 
agreed that Semmelweis discovered-the cause of puer- 
peral fever in so far as that were possible before bac- 
teriology was known. It is also well known that he 
died in an insane asylum of a wound infection. It 
is not so well known whether this was self-inflicted 
or accidental. When he became insane is also con- 
troversial. Did the rejection of his theory drive him 
crazy or was his unbalanced mind the reason his 
work was not generally accepted in his life time? So 
there is still room for biographical investigation. 

Frank G. Slaughter’s book is the 15th of “The 
Life of Science Library” and like the others of this 
series, has an attractive format, well illustrated, and 
is easy to read. He traces Semmelweis’ efforts to find 
the reason that the first division of the great Vienna 
Maternity Hospital had a much higher mortality 
from childbed fever than the second division. The 
only difference in the two divisions was that the first 
was devoted to the training of doctors and the second 
to the training of midwives. The medical men per- 
formed autopsies the midwives did not. 


After some four months of testing all the accepted 
theories of the cause of this disease, Semmelweis rec- 
ognized the similarity in the autopsy findings in a 
case of pyemia in a colleague who died of wound in- 
fection received in doing a post mortem examination 
and those of his patients who had died of puerperal 
fever. At first he thought that cadaveric particles 
was the sole cause, especially since the mortality in 
the first division dropped when the students were re- 
quired to wash their hands in chlorine water until 
the cadaveric odor disappeared. Later, he learned 
that the infectious material could come from cancer- 
ous or other ulcers in the living, as well as the dead. 
The prophylaxis was the same in either case. He 
convinced himself, but made little effort to convince 
others. He and Professor Klein soon became at odds. 
Eventually, Semmelweis lost his position in the Uni- 
versity and retired to Budapest without even telling 
his friends goodbye. 


Slaughter treats the Budapest era more fully than 
is done in the readily available American biogra- 
phies. It was there, especially after he began to write 
his great opus, that he began to show signs of a perse- 
cution complex, and to have more marked signs of 
mental aberration. 

Although our author does not stress the point, his 
story beautifully illustrates the baleful effects of po- 
litical medicine. Professor Boér, who was trained 
in France and England, put into effect the English 
ideas of cleanliness when he became Professor of 
obstetrics in Vienna. Through the 20 years of his 
professorship, the maternal mortality was 1.3%. He 
was removed for political reasons and Professor 
Klein, a political appointee, got his place. The mater- 
nal mortality immediately rose to 7.8%. Instead of 
encouraging his staff (Semmelweis was his assist- 
ant) to undertaking original investigation, this po- 
litical doctor did everything to discourage advance- 
ment of knowledge. Order and regimentation were 
what appealed to him, as it always has to bureau- 
crats the world over. 

In Budapest, after Semmelweis had gotten puer- 
peral fever under control by his prophylaxis as he 
had done in Vienna, there was a small outbreak. 
Semmelweis investigated at once. He found that the 
bureaucrats in charge of running the hospital there 
gave out the contract for the laundry in a typical po- 
litical manner. Semmelweis found that freshly de- 
livered women lay on sheets reeking from discharges 
of previous patients. He naturally blamed the nurses 
for not changing the bed linen. This, however, proved 
not to be the case. The sheets had been sent to the 
laundry but had been returned without having been 
laundered. 

This chapter of medical history is an instructive 
one from many points of view. Dr. Slaughter has 
told the story in a straightforward factual manner 
without undue emotion. 

M. P. R. 


Human Sterilization. Techniques of Permanent Con- 
ception Control. By ROBERT LATOU DICKIN- 
SON and CLARENCE JAMES GAMBLE. Waverly 
Press, Inc., 1950. 40 pp. 


This little book, a companion piece to the well 
known Techniques of Conception Control by the 
same authors, has the same format as the older work. 
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It is profusely illustrated in the senior author’s well 
known style. It has chapters on the effect of tubec- 
tomy on sexual life, on the physician’s responsibility, 
and on the laws in regard to sterilization in the vari- 
ous states. There is a well arranged bibliography. 
M. P. R. 


The Mask of Sanity. An Attempt to Clarify Some 
Issues About the So-Called Psychopathic Person- 
ality. By HERVEY CLECKLEY, M.D., Professor 
of Psychiatry and Neurology, University of Georgia 
School of Medicine, Augusta, Georgia. Second 
Edition. St. Louis, The C. V. Mosby Company. 
1950. 569 pages. Cloth. Price $6.50. 


In the revised second edition of the ‘““Mask of San- 
ity’, Dr. Hervey Cleckley is striving to clarify some 
issues about the so-called psychopathic personality. 
Dr. Cleckley has been personally quite interested in 
this particular category of emotional disorder for a 
number of years. Since presenting the first edition 
some ten years ago, Dr. Cleckley has been besieged 
by numbers of psychopaths, their families, friends, 
ministers, and physicians. It is from this additional 
wealth of clinical experience that he has revised the 
present edition. The first main body of information 
which he presents is a series of case histories. These 
aré quite attractively presented with much of the 
trivial details removed and yet enough information 
retained so that the reader is able to draw a rather 
cohesive picture of each of these persons as an indi- 
vidual. He then presents some of the more subtle 
variants of this clinical entity and describes psycho- 
paths who have been able to make a partial adjust- 
ment to normal living. The second step is an elabora- 
tion of his concept of the psychopathic personality. 
He differentiates the psychopath from other emo- 
tional states and social deviates such as the psychotic, 
psychoneurotic, mental defective, ordinary criminals, 
some specific sex deviations, classes of alcoholics, 
and malingerers. Dr. Cleckley then draws a clinical 
profile of the typical case. The one central theme 
that dominates the book is a plea for unified effort 
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in promoting research and clinical investigation in 
the hope that some satisfactory plan may be devised 
to care for these people. One might become involved 
in a discussion of semantics while trying te evaluate 
Dr. Cleckley’s concepts. There are those who argue 
that the illness in the patients he describes represents 
more nearly a psychoneurotic manifestation rather 
than a true psychopathic personality. Others would 
classify the patients he describes as neurotic charac- 
ters. It would appear, however, that all of these clini- 
cal descriptions are concerned with a rather circum- 
scribed group of individuals. This book carries an 
excellent description of this group of patients, call 
them what you will. 
M. W. F., JR. 


Physicians’ and Nurses’ Concise Medical Encyclo- 
paedia. By WILLIAM H. KUPPER, M.D. Biblion 
Press, Los Angeles, California. 1950. viii-450 
pages. Illustrated. Cloth. Price $7.50. 

Fifty years ago there was a veritable epidemic of 
little medical books called “Essentials” (of this or 
that). Each field of medicine had one or more such 
books. Today they have largely passed on. At that 
time there were no medical dictionaries; those then 
called dictionaries were really condensed medical en- 
cyclopedias. These have also passed on except one 
(Blacks) still published in England. 

Now here comes a book of the type of one of the 
old “essentials” but in this case it condenses the 
whole field of a medical encyclopedia. One looks at 
it with mixed feelings as of something born out of 
due time. One wonders if it can live in 1950. It 
would seem that an Essentials of Gynecology or of 
Ophthalmology would have a better chance. 

There is no use looking it over as the author, in 
the preface, disclaims responsibility for any and all 
errors (except certain Spanish synonyms) and any- 
way who am I to say what should go into such a book 
or how? 


L. 
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EDITORIAL 


George Richards Minot (1885-1950) 


i PECIFIC cures-in medicine are rare. Most of them, such as quinine in malaria, are 

empiric. When a cure is found, as the result of analysis of facts discovered by physi- 
ology and pathology, it is a feat to be proud of. When the disease is widespread, preva- 
lent, and invariably fatal, the discoverer of a cure for it deserves the gratitude of the 
people. Such a disease was pernicious anemia and such a man was George Richards 
Minot. 


If background and heredity have any virtue, George Minot was highly qualified for 
great accomplishments. His father was Dr. James Jackson Minot (1853-1938). His 
great uncle, Dr. Francis Minot (1811-1899), had been Hersey professor of the theory 
and practice of physic in the Harvard Medical School. He was also the first clinical 
lecturer on the diseases of women and children at Harvard. His portrait hangs in the 
Boston Medical Library. His father’s cousin, Dr. Charles Sedgwick Minot (1852- 
1914), was professor of histology and human embryology. His grandmother was the 
daughter of Dr. James Jackson. In the early 19th Century, Dr. James Jackson had a 
managing finger in everything medical in Boston, besides being a founder of the Mas- 
sachusetts General Hospital and the New England Journal of Medicine and Surgery 
and a professor in the Harvard Medical School. 


George Minot was born in Boston, December 2, 1885. Of course he went to Harvard 

College where he received his A.B. degree in 1908, and to the Harvard Medical School 
where he graduated in 1912. He was house officer at the Massachusetts General Hos- 
pital, 1912-13; assistant resident physician Johns Hopkins Hospital, 1913-14; assist- 
ant in medicine and research fellow in physiology, Johns Hopkins Medical School, 
1914-15. “Already proficient in knowledge of the blood, he returned to Boston to enter 
on his life’s work.” He was a member of the staff of Massachusetts General Hospital 
1915-23; associate in medicine Peter Bent Brigham Hospital 1923-28; chief of the 
medical service at the Collis P. Huntington Memorial Hospital, 1923-28; professor of 
medicine at Harvard Medical School 1928-48. He was also visiting physician at Boston 
City Hospital and director of the Thorndike Memorial Laboratory of the Boston City 
Hospital. He was on the editorial staff of the Boston Medical and Surgical Journal 
(and of the New England Journal, its new name) from 1921-1943. 


In 1915 he married Marian Linzee Weld. Six years later he developed glycosuria. 
The diabetes was controlled by a meticulous diet for two years and when insulin became 
available he was one of the first to take it. Dr. Joslin gives full credit for the success- 
ful management of the case to Dr. Minot’s wife. “It was she who protected every 
minute of his existence, his going out and his coming in. It was she who weighed his 
food and saved him from the management of his disease, and she did it all in so un- 
obtrusive a manner that neither he nor others realized it.” Perhaps the success of the 
diet treatment in his own case may have been a factor in his great discovery of the cure 
for Addison’s anemia. 


Addison, himself, Habershon, Biermer, Pepper and Osler all had noted the fre- 
quent benefit that followed a change of air and better diet. No special diet was recom- 
mended, the idea being to improve nutrition. No one seemed to have in mind a spe- 
cific effect upon either the formation or destruction of red blood cells. Whipple and 
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his co-workers at Rochester N.Y. showed that dogs made anemic by repeated bleeding, 
recovered more promptly when fed large quantities of liver and kidney. Minot and 
Murphy determined to try this in the treatment of pernicious anemia, since liver had a 
specific action on the formation of red blood cells. In 1926 they reported 45 cases of 
pernicious anemia treated with a diet based on Whipple’s work, i.e., a diet poor in fat 
and rich in liver. These patients had prompt remissions that lasted as long as they 
continued to take large quantities of liver. This work was abundantly confirmed. In 
1934, Minot, Murphy and Whipple were awarded the Nobel prize in medicine. 


Honors poured in upon the three from all parts of this country and abroad. Minot 
became honorary fellow of the Royal College of Physicians, Edinburgh; Royal College 
of Physicians, London; New York Academy of Medicine; Institute of Medicine of 
Chicago; Royal Society of Medicine, London; vice-president étranger, Société Fran- 
caise d’ Hematologie; fellow American Philosophical Society, Philadelphia; president 
Association of American Physicians; president American Clinical and Climatological 
Association; honorary member of the Royal Academy of Medicine (Belgium) ; honor- 
ary member of Kaiserlich Leopold Caroline Deutsche Akademie der Naturforscher 
(Halle); Society of Biological Chemists (India); and the Finnish Society of Internal” 


Medicine. 


He was awarded the Kober gold medal of the Association of American Physicians 
in 1928; the Charles Mickle Fellowship, University of Toronto in 1928; Cameron 
prize of the University of Edinburgh in 1930; gold medal of the National Institute of : 
Social Sciences 1930; gold medal and*award of Popular Science Monthly in 1930; 
Moxon medal of the Royal College of Physicians, London in 1933; John Scott medal 
of the City of Philadelphia in 1933; gold medal of the Humane Society of Massachu- 


setts in 1935 etc., etc. 


International Classification of the Stages of Carcinoma of the 
Uterine Cervix 


HE desirability of uniform classifications for worldwide use needs no argument. 

At the International and Fourth American Congress on Obstetrics and Gynecology : 
the classification of cervical cancer was discussed. A committee of representatives of the 4 
Section on Obstetrics and Gynecology of the American Medical Association, the Ameri- 
can Association of Obstetricians, Gynecologists, and Abdominal Surgeons, and the 
American Gynecological Society met with the Editorial Committee of the Annual Re- 
port on the Results of Radiotherapy in Carcinoma of the Uterine Cervix and agreed 
to propose the following modification of the classification adopted by the Health Organi- 
zation of the League of Nations in 1937: 


Stage O 


Carcinoma in situ—also known as preinvasive carcinoma, intraepithelial carcinoma 


and similar conditions. 

Stage I 

The carcinoma is strictly confined to the cervix. 

Stage II 

The carcinoma extends beyond the cervix, but has not reached the pelvic wall. The 
carcinoma involves the vagina, but not the lower third. 

Stage III 
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The carcinoma has reached the pelvic wall. (On rectal examination no ‘“cancer- 
free” space is found between the tumor and the pelvic wall.) The carcinoma involves 
the lower third of the vagina. 

Stage IV 

The carcinoma involves the bladder or the rectum, or both, or has extended beyond 
the limits previously described. 

The name proposed by the Committee for this classification is the Inter-National 
Classification of the Stages of Carcinoma of the Uterine Cervix. 


A New Low in Maternal Mortality 
HE new all time low in maternal mortality brings to mind vividly the old days when 
the relative merits of doctor and midwife, or of home and hospital were discussed in 
the medical journals. The Bureau of Medical Economic Research of the American 
Medical Association announces that the provisional 1949 maternal death rate for the 
entire United States, counting all maternal deaths among all classes and groups in the 
entire country, was closer to 1.0 than 0.9. Some state and city health departments used 
the fifth and some the sixth revision of the International List in coding the causes of 
deaths in 1949 so that the official mortality rate for this transition year may never be 


known. But this we know, that for the first time in history the maternal mortality for 
any large nation has ever been below 1 maternal death per 1,000 live births. 


Many of us will recall the discussions of maternal mortality that took place twenty- 
five years ago. There was a great deal of it and it fell into three patterns: (1) a com- 
parison of the results obtained by midwives and doctors; (2) a comparison of the results 
obtained in special maternity hospitals and general hospitals; and (3) a comparison of 
the maternal mortality in the United States with that of other countries. 


It was shown by statistics that midwives had as good results as doctors, if not better. 
Much printer’s ink was wasted in showing that the doctors took care of the complicated 
cases. No one seemed to catch the real point which was that in both doctors’ and mid- 
wives’ practice there were too many preventable deaths. As to the hospitals, it was con- 
tended that the general hospital was the worst place to have a baby, the special maternity 
hospital the next, and the home the least unsafe place. Among the nations, sometimes 
Chile led with the highest maternal mortality rate and sometimes Scotland, but the 
United States always came second. Some of the unfavorable showing of the United 
States was undoubtedly due to the varying interpretation of the classification of the 
maternal deaths used in the several countries. The Children’s Bureau sent transcripts 
of death certificates to foreign countries and asked them to classify them by their own 
rules. Invariably the maternal death rates when calculated from these reclassified cer- 
tificates were less than the United States Census rates. A committee of English doctors 
visited the Scandinavian countries and found that in some, eclampsia was not consid- 
ered a cause of maternal death but was classified with convulsions of all ages. Philadel- 
phia furnished an example of how rates vary with the computing agency. The Phila- 
delphia Health and Hospital Survey (1929) showed that for a period of nine years, 
1919 to 1927 inclusive, the figures published by the Philadelphia Bureau of Vital Sta- 
tistics were almost constantly 10 maternal deaths per 10,000 live birth births lower than 
the figures published by the United States Bureau of the Census. 


XUM 


i 


January 1951 VIRGINIA MEpIcAL MONTHLY 49 


To many medical societies these were mere academic discussions. Many state and 
local societies appointed committees to investigate the actual conditions. The reports of 
the New York Academy of Medicine in 1933 and that of the Philadelphia County 
Medical Society in 1934 were models for investigations elsewhere. In both New York 
and Philadelphia they had continuing committees that investigated each maternal death 
and assessed the factors responsible for that death. In 1928 the Medical Society of 
Virginia appointed a Maternal Welfare Committee with Dr. Greer Baughman as 
chairman. This committee established a traveling postgraduate course in obstetrics, 
which ran for several years and met with a very favorable reception from the doctors all 
over the state. The committee of The Medical Society of Virginia then joined with a 
similar committee from the State Health Department. This joint committee endeavored 
to establish prenatal clinics in every county in Virginia. The clinics were manned by 
local doctors and the Health Department furnished the nurse and the forms. By 1941, 
99 such clinics were in operation, whereas previously there had been only six. Every 
maternal death was investigated by doctors from the Health Department, and these 
deaths were discussed by the whole committee. Since, in most cases, the attendant could 
not attend the meeting to present his or her side, there was no indentification of either . 
the attendant or the hospital involved. Cases illustrating common errors along with the 
discussion by the Committee, were published from time to time in the MONTHLY. Drs. 
Carson, Shamburger and Winn who represented the Health Department, proved to be 
real diplomats, for not only did they gather the information for their reports, but they 
created a spirit of cooperation in improving maternal care. 


Another project that our committee sponsored was an emergency hospital care pro- 
gram for medically indigent mothers. This was administered by the State Department 
of Health. The money was furnished by the Children’s Bureau and the selection of 
the cases was done by the local doctors manning the prenatal clinics. Results of all 
this work and cocperation did not show at once, but in Virginia there has been a steady 
decline in maternal deaths since 1935 until now the rate is 1.0. 

This nationwide reduction of maternal mortality to an unbelievably low rate of less 
that 1 per 1,000 live births is an accomplishment of which Organized Medicine may well 
be proud. There were a number of factors involved. We have better ways of treating 
infection. The availability of blood transfusions undoubtedly played a part. The pub- 
lic has become aware of the value of prenatal care, and more and more mothers are 
being delivered in hospitals. Finally, there has been a steady improvement in both 
undergraduate and postgraduate training in obstetrics. Since 1934 there has been a 
steady drop in mortality incident to childbirth all over the nation. In 1948 the rate 
had reached 1.2 and now it is less than one per 1,000 births. 


Bibliotheca Obstetrica 
Ausucasis, 1060-1122 


G YNAECIA, sive affectus aliquot mulierum gravissimos, praecipve qui ad chirur- 
giam spectant, curandiratio: ex praestantissimi inter Arabes medici Albucasis 
medendi methodi libro II. In Gynaeciorum hoc est de mulierum affectibus, Basil 1566. 
pp. 187-214. 

Albucasis was a native of Cordova. His great work was founded on Paul of Aegina. 


It was one of the earliest works to show pictures of surgical and obstetrical instruments. 
He mentions the posture that now goes by the name ‘‘Walcher position.” 
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President’s Message 


’ ies accommodations for those attending our annual State Society meetings is 


getting to be quite a problem, due to the fact that everyone tries to get accommo- 
dations in the convention selected hotel, which is impossible. 


A few years ago, when the attendance was below three hundred and very few wives 
accompanied their husbands, any of the cities in the State could take care of the con- 
vention with ease; in recent years the attendance has increased by leaps and bounds. 
At the recent meeting in Roanoke, over five hundred doctors registered, a large percent- 
age were accompanied by their wives. We hope the ladies will continue to come for they 
add much life, pleasure and charm to the meetings. 


A few years back, we had around twenty-five commercial exhibitors, at present we 
are running around sixty exhibitors each year. We hope they will continue to attend 
in increasing numbers as we need them and they need us; however, since it is the doc- 
tors’ convention, the Society feels that the members should be given preference in hotel 
accommodations. 


There has been some difficulty in the past in getting a quorum for the business meet- 
ing of the House of Delegates for the simple reason that they were quartered in different 
hotels. The Society feels that those who attend to the business affairs should be housed in 
the headquarters or convention hotel whenever possible. 


At a meeting of the Council in June, 1950, a motion was made and unanimously 
adopted, which reads: As soon as the next meeting place, and date is decided upon, the 
secretary should be empowered to freeze enough rooms to care for all officers, office per- 
sonnel, councilors, expected delegates and invited guest speakers. He is also to instruct 
the hotel management not to accept any reservations from others until this group has 
been adequately provided for. In order to make this plan workable, the secretary must 
know the names and addresses of all the delegates not later than November 15th of 
each year. Therefore, we-request each local or component society to elect their delegates 
as soon after the annual meeting as possible, preferably in October, and send the list to 
our secretary at the Richmond office. When this plan gets well organized and in full 
operation, we feel that the Society’s meeting will run much more smoothly and there 
will be fewer complaints about hotel reservations. We solicit the patience and coopera- 
tion of the entire membership in helping to put this plan into effective operation. 


The next annual meeting of the Society will be held October 7-10, 1951 inclusive, at 
the Cavalier Hotel, Virginia Beach, and the Gay Manor, two blocks away, but on the 
Ocean front. 


October is the most delightful and beautiful month in the year to be at the Beach, 
so we hope as many members will attend as possible and bring their wives. If you are 
not so fortunate as to get suitable accommodations at the Cavalier or Gay Manor, there 
are several smaller hotels on the Beach sufficient to care for all. 


C. L. Harretz, M.D. 
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SOCIETY PROCEEDINGS 


The Northern Neck Medical Association 

Held its fall meeting October 26, at Tides Inn, 
Irvington. 

New officers elected are Dr. Lee S. Liggan, Irving- 
ton, President; Dr. Melvin Lamberth, Kilmarnock, 
President-Elect; Dr. Richard T. 
Vice-President and Dr. Paul C. Pearson, Warsaw, 


Arnest, Warsaw, 


Secretary-Treasurer. 

A committee was appointed from the Association 
to work out plans with a committee from the Mid- 
Tidewater Medical Society for holding joint periodic 
scientific lectures on subjects which would be of prac- 
tical importance to the general practitioners. Those 
who are members of The American Academy of Gen- 
eral Practitioners, who are required to attend scien- 
tific meetings or post-graduate lectures to retain their 
membership, would be given credit for attending 
these meetings. All members and guests of both so- 
cieties are urged to attend when the lectures are given. 

Dr. Motley Booker was appointed by the President 
as advisory member to the Woman’s Auxillary of 
the Northern Neck Medical Association. After a 
cocktail party, given by Van Pelt & Brown, luncheon 
was served. Many Richmond and Fredericksburg 
physicians were present. 

The scientific portion of the program included 
papers given by Dr. Hudnall Ware, on the Recent 
Trends in Treating Toxemia of Pregnancy; Dr. Paul 
D. Camp on Coronary Heart Disease and Its Treat- 
ment, by Dr. Carrington Williams, Sr., on Benign 
Lesions of the Breast. 

The meeting adjourned at 5:00 P.M. in time for 
a cruise on the yacht “Sun Tan”. The next regular 
meeting will be held the 4th Thursday in May 1951. 

C. PEARSON, 
Secretary-Treasurer 


The Williamsburg-James City County Medi- 
cal Society 


Held its regular meeting at the Eastern State Hos- 
pital, Williamsburg, November 10, Dr. Eleanor 
Beamer-Maxwell presiding. This followed dinner 
in the Officer’s dining room at 7:00 p.m. 

Miscellaneous business included the reading by 
the Secretary of an exchange of correspondence be- 
tween Dr. Beamer-Maxwell, the President, and Col- 


onel Asher W. Harman, State Director of Selective 


Service. This was in regard to a news item appearing. 
in the Richmond newspapers inferring that some doc- 
tors in the Williamsburg-James City area had failed 
to register for Selective Service as required by law.. 
Colonel Harman stated that they had no knowledge 
of any such delinquent doctors and had not author- 
ized the publication of any such statement. 

Dr. Joseph E. Barrett reported on the business 
meetings of the Medical Society of Virginia, which 
he attended in Roanoke as delegate for the local so- 
ciety. 

The Secretary announced the coming meeting of 
the Southern Psychiatric Association in Williams- 
burg, November 27th and 28th, and asked for an 
appropriation of funds with which to join the Vir- 
ginia Neuropsychiatric Society in the cocktail party 
in honor of the visiting doctors. The necessary funds 
were authorized. 

The scientific program was a presentation of x-ray 
films by Dr. Gordon Keppel, College Physician. 
This was a series of interesting and informative films, 
which had been collected from the files of the Bell 
Hospital, the College Infirmary, and the Eastern 
State Hospital. These covered a wide range of sub- 
jects, including orthopedic, surgical, and medical 
cases, and elicited considerable discussion from the 
audience. 

Dr. Granville L. Jones is secretary of the Society. 


Richmond Academy of Medicine. 

The Academy held its annual meeting, followed 
by the Christmas dinner, in the Academy building on 
December 12, with Dr. Henry W. Decker presiding. 
At this meeting, Dr. Kinloch Nelson was installed as 
president, and Dr. Guy W. Horsley was named presi- 
dent-elect for 1951. The vice-presidents are to be 
Dr. Edwin L. Kendig, Jr., and Dr. H. St. George 
Tucker. Dr. E. E. Haddock and Dr. M. Morris 
Pinckney were made new members of the board of 
trustees. 


The Warwick County Medical Society, 

At its November meeting, elected officers to take 
over the society’s work at the January meeting; Presi- 
dent, Dr. William H. Woodson, succeeding Dr. 
George Grier Smith, III; vice-president, Dr. Joseph 
W. Carney (former secretary); and secretary-treas- 
urer, Dr. O. Watts Booth. All are of Newport News. 
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The December meeting was in the form of an oyster 
roast for the doctors and their wives at Mills Wharf 
in Seafard. 


The Society meets every month from September 
through May, and every other month has a dinner 
meeting at the James River Country Club with an 
out of town speaker. The other meetings are in- 
formal, usually having clinical pathological confer- 
ences of local cases. The visiting speakers during 
the past year were Drs. Morris Pinckney and A. 
Stephens Graham of the Medical College of Virginia; 
Drs. Edward S. Ray and Frank P. Coleman, also of 
the College; Dr. Joseph H. Burchenal of New York; 
Dr. Joseph E. Hollander of Philadelphia; and Dr. 
Reno Porter of Richmond. 


Roanoke Academy of Medicine. 

The Academy held a dinner meeting at Hotel Roa- 
noke on December the 4th, with Dr. E. G. Gill pre- 
siding. Invited speakers for this meeting were Dr. 
F. Tremaine Billings of Vanderbilt University, 
Nashville, whose subject was “Present Status of 
Antibiotic Therapy”, and Dr. Edward J. O’Brien 
of Wayne University, Detroit, who spoke on “Our 
Ostrich-Like Attitude Toward Tuberculosis and 
BCG Vaccination”. 


Lynchburg Academy of Medicine. 

At the meeting of the Academy on November the 
13th, Dr. Proctor Harvey of Georgetown University 
Medical School addressed the group on the subject 
“Don’t Throw Away Your Stethcscope”’. 


NEWS 


Announcement of Symposium on Rehabilita- 
tion of Alcoholics. 

The Division of Alcohol Studies and Rehabilita- 
tion of the State Department of Health has arranged 
a second Symposium on Rehabilitation of Alcoholics 
at the Baruch Auditorium, Medical College of Vir- 
ginia, January 16 and 17, 1951. There will be an 
evening session on January 16 beginning at 8:00 p.m. 
On January 17 there will be both an afternoon ses- 
sion at 2:00 p.m. and an evening session at 8:00 
p.m. The Symposium is designed to be of particular 
interest to physicians, and others who are concerned 
with the problem of alcoholism. It will be open to 
the public. 

Outstanding authorities have been secured to par- 
ticipate in the discussions of the various aspects of 
the alcohol problem. These authorities include Dr. 
Oskar Diethelm, Psychiatrist-in-Chief, Payne-Whit- 
ney Psychiatric Clinic, The New York Hospital, 
New York; Dr. H. B. Mulholland, Director, De- 
partment of Internal Medicine, University of Vir- 
ginia, Charlottesville, Virginia; Dr. Joseph Hirsh, 
Author, and Executive Secretary, Committee on Prob- 
lems of Alcohol, National Research Council, Wash- 
ington, D. C.; Dr. R. Finley Gayle, Jr., Professor of 
Psychiatry and Neurology, Medical College of Vir- 
ginia, Richmond, Virginia, and Dr. Merrit W. Fos- 
ter, Jr., Associate in Psychiatry, Medical College of 
Virginia, Richmond, Virginia, will collaborate in the 


presentation of a discussion of treatment. 

Talks by Dr. E. C. Hoff, Medical Director of the 
Virginia program and Kenneth F. Lee, Director of 
the Division, are scheduled. Discussion of some of 
the aspects of the problem will be presented by a 
member of Alcoholics Anonymous. Dr. J. Lyn Elder, 
Associate Pastor of the First Baptist Church, Rich- 
mond, Virginia, will discuss the contribution of pas- 
toral counseling. 

There will be reports of the basic research studies 
that are being carried out under the supervision of 
Dr. Harvey B. Haag and Dr. John C. Forbes at the 
Medical College of Virginia. 

All persons interested in the problems posed by al- 
coholism are invited to attend. 


American College of Surgeons. 

The sectional group of the College, in which is in- 
cluded Virginia, will hold its annual meeting at the 
Homestead, Hot Springs, February 26 and 27. Dr. 
Claude C. Coleman, chairman of the Committee on 
Arrangements, extends a cordial invitation to mem- 
bers of the medical profession in this State to attend. 
Attendance will be largely from Alabama, Florida, 
Georgia, Kentucky, North and South Carolina, Ten- 
nessee, Virginia, West Virginia, and Washington, 

The program for this meeting will include new 
surgical motion pictures, a special program on 
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trauma, a cancer symposium, and panels or papers on 
The Effect of Vasodilator Drugs on the Circulation 
of the Extremities, Chest Injuries, Fractures about 
the Ankle Joint, Neck Surgery, Peptic Ulcer, Can- 
cer of the Tongue and Mouth, Cancer of the Cervix, 
Cancer of the Lung, injuries to the Biliary Ducts, 
Ulcerative Colitis, Surgical Aspects of Acute Head 
Injuries, Rehabilitation of Severely Burned Patients 
by Plastic Surgery, Emergencies Arising During Op- 
eration, and Surgery of the Colon, Anus and Rectum. 

A five-dollar registration fee will be required, ex- 
cept from Fellows and members of the Junior and 
Senior Candidate Groups of the College, and interns 
and residents, but it is believed that the physician 
or surgeon in practice will find the program worth 
many times the registration fee. 


The Stuart McGuire Lecture Series 

And Symposium on Diseases of the Kidney and 
Related Problems was held at the Medical College 
of Virginia, November 29 through December 1. Dr. 
Homer S. Smith of New York University College of 
Medicine was the McGuire lecturer. The visiting 
lecturers for the symposium were: Dr. Stanley E. 
Bradley, Dr. Henry T. Randall, Dr. John V. Tag- 
gart and Dr. Howard C. Taylor, Jr., of Columbia 
University, New York; Dr. Charles H. Burnett of 
University of Texas; Dr. Willard E. Goodwin and 
Dr. William W. Scott of Johns Hopkins University; 
Dr. Paul Kimmelstiel of Charlotte, North Carolina; 
Dr. Henry D. Lauson and Dr. Ephraim Shorr of 
Cornell University; Dr. Elaine P. Ralli of New York 
University; and Dr. J. Edwin Wood, Jr., of Uni- 
versity of Virginia. 


The Petersburg Medical Faculty, 

At its annual meeting in December, elected Dr. E. 
L. McGill as president for the coming year, succeed- 
ing Dr. Thomas B. Pope. Elected as vice-presidents 
are Dr. Carney C. Pearce and Dr. William B. Mc- 
Ilwaine, and as secretary-treasurer Dr. Glenn W. 
Phipps. Dr. Fletcher Wright was named chairman 
of a committee to arrange a series of scientific pro- 
grams. 


Henrico County Health Director. 

Dr. Frederick Arthur Bleese of Hampton, retired 
Army brigadier-general, has been appointed Henrico 
County health director and was to enter upon his new 
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He succeeds Dr. Robert Man- 
ton Wilson who resigned December the first. 


duties on January 2. 


The Southern Psychiatric Association 

Held its annual meeting at Williamsburg the lat- 
ter part of November under the presidency of Dr. R. 
Finley Gayle of Richmond. Approximately one hun- 
dred members were in attendance for the annual din- 
ner on the first evening. At the closing session, Dr. 
R. Burke Suitt, of Duke University, Durham, suc- 
ceeded to the presidency; Dr. O. S. Hauk, superin- 
tendent of the Central State Hospital, Nashville, 
Tenn., was elected president-elect; and Dr. J. E. 
Barrett of Richmond and Williamsburg was named 
chairman of the board of regents. 


Dean of Medical School, Medical College of 

Virginia. 

Dr. John B. Truslow, recently assistant dean at 
Columbia University College of Physicians and Sur- 
geons, is joining the staff of the Medical College of 
Virginia on January Ist as dean of its Medical 
School. He succeeds Dr. Harvey B. Haag, resigned, 
who wishes to devote full time to his work in the de- 
partment of pharmacy. 


Dr. Thomas H. Hogshead, 

Formerly of Staunton, is now a member of the 
medical staff of the duPont Company in Wilmington, 
Delaware. His offices are in the Nemours Building. 


The American College of Chest Physicians 
Announces a postgraduate course in diseases of the 
chest at Vanderbilt University, School of Medicine, 
Nashville, Tennessee, January 22-27. This is spon- 
sored by the Council on Postgraduate Medical Edu- 
cation and the Southern Chapter with the coopera- 
tion of Vanderbilt. Further information about this 
course may be secured by application to the College, 
500 North Dearborn Street, Chicago 10, Illinois. 


American Dermatological Association. 

The next annual meeting of this Association will 
be the Diamond Jubilee observance of its founding, 
and will be held at the Homestead, Hot Springs, Vir- 
ginia on May 23-26. Dr. L. A. Brunsting of Min- 
neapolis is secretary of the Association. 


Dr. H. Norton Mason, 
Richmond, has been appointed Surgeon-in-Chief 
of the Sons of Confederate Veterans by the National 
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Commander, this effective October 1, 1950. Dr. 
Mason is also Commander-in-Chief of Lee-Jackson 
Camp, SCV. 


Medical and Surgical Symposium. 

The Watts Hospital, Durham, North Carolina, 
will hold its eighth annual symposium at the Caro- 
lina Theater, Durham, on Wednesday and Thursday, 
February 14 and 15. This gives promise of an ex- 
cellent program and will include a clinico-pathologi- 
cal conference and two panel discussions—one on 
Headache and the other on Respiratory Infections. 
In addition there are to be a number of other dis- 
cussions, the speakers in all to be prominent out-of- 
State doctors. Arrangements are being made for 
lunch and dinner on both days. 

For detailed information, write Dr. J. W. Woods, 
secretary-treasurer of the Watts Hospital Medical 
and Surgical Symposium. 


Care Aid Urged for Korea. 


Care is appealing for funds to send relief pack- 
ages from Americans to war-devastated Korea, whose 
people are in desperate need of food and clothing. 
Contributions in any amount sent to Care for Korea, 
20 Broad Street, New York 5, N. Y., or any local 
Cake office in this country, will be used by the non- 
profit agency to deliver gift packages, in the name 
of the donors, to destitute Korean families chosen on 
the basis of greatest need. 

Six types of Care packages are available: Food, 
underwear and socks, or woolen suiting, at $10 each; 
knitting wool, $13; woolen blanket and cotton fabrics, 
$7 each. Contributions less than the cost of a com- 
plete package will be pooled. All donors will re- 
ceive a CARE receipt. 

The Care campaign was undertaken at the request 
of the Advisory Committee on Voluntary Foreign 
Aid of the U.S. Department of State and has been 
endorsed by President Truman. 


Stuart Circle Hospital Ex-Interns’ Associa- 
tion, 


Dr. C. C. Chewning was elected president of the 
Association at its meeting the middle of November. 
Named to serve with him for the coming year are Dr. 
Hunter S. Jackson as vice-president, and Dr. J. E. 
Stevens as secretary. All are of Richmond. High- 
light of the program was the Charles R. Robins Me- 
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morial Lecture by Dr. Conrad G. Collins, professor 
of gynecology of Tulane University. At the evening 
session, papers were presented by Dr. Beverley Clary, 
Dr. Morris Pinckney and Dr. Jackson. The ex- 
interns were entertained by Dr. A. Stephens Graham, 
Dr. Carrington Williams, Jr., and Dr. Richard A. 
Michaux. 


Appointment by State Health Department. 

Dr. F. C. Heath, who for several years has been 
Health Officer of Giles-Montgomery-Radford Health 
District, has been transferred to Fairfax County. Dr. 
Heath will replace Dr. H: C. Bradford who resigned 
recently. 


The Congress on Industrial Health 

+ Will be held in Atlanta, February 26 and 27. This 
is sponsored by the Council on Industrial Health of 
the American Medical Association, the Medical As- 
sociation of Georgia, the Fulton County and DeKalb 
County Medical Societies. The program will include 
several panel discussions and round tables and will 
have as speakers some of the leaders in industrial 
health from all parts of the country. Dr. Carl M. 
Peterson, secretary of the Council on Industrial 
Health of the A. M. A., Chicago, will be glad to 
give information about this meeting. 


“Black List” by B.M.A. 

Dr. William Bickers, formerly of Richmond, but 
temporarily in Paris, has sent the editor an interest- 
ing clipping from a British newspaper as follows: 
“The British Medical Association has decided to 
‘black list? Durham County Council. This means 
that the council will be added to the list published 
weekly in the British Medical Journal of local au- 
thorities which require employees to be members of a 
trade union or other organization. 

“In addition, the council will be added to the 
weekly ‘Important Notice’ which asks doctors not to 
apply for appointments with named councils without 
first consulting the B.M.A. secretary, Dr. Angus 
Macrae. Advertisements by the council will not be 
accepted by the journal.” 


The Virginia Radiological Society, 

At its annual meeting in Roanoke, during the State 
Society meeting, elected the following officers for the 
coming year: President, Dr. W. P. Gilmer, Clifton 
Forge; vice-president, Dr. J. Lloyd Tabb, Richmond; 
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and re-elected Dr. P. B. Parsons of Norfolk as sec- 
retary-treasurer. This society will hold another meet- 
ing in the Spring, the time and place to be announced. 


American Medical Association. 

There was a large attendance at the Clinical Ses- 
sion of the Association in Cleveland, December 4-7. 
Dr. Dean Sherwood Luce of Canton, Massachusetts 
was named ‘‘family doctor of the year’. Another im- 
portant action taken by the House of Delegates of 
the Association was the launching of a brand new 
multimillion dollar campaign to help medical schools 
train future doctors. Virginia’s two medical schools 
will benefit by this plan. 


Louisa County Memorial Medical Service 

Center. 

Ground was broken on November 28 for this medi- 
cal center, said to be unique in the United States. 
Speakers on this occasion included Dr. H. B. Mul- 
holland of the University of Virginia, H. M. Wood- 
ward, president of the board of trustees of the cen- 
ter; Dr. H. S. Daniel, representing the County’s 
doctors; and Carl H. Nolting, chairman of the board 
of supervisors, representing the citizenry. Excava- 
tion started the first week in December and it is ex- 
pected that the Center will be ready for use in Sep- 
tember. 


New Books. 
Below are listed some of the newer books in the 
Tompkins-McCaw Library of the Medical College 


of Virginia, which are available to our readers under 
usual library rules: 


Advances in genetics. Vol. 3, 1950. 

Billig & Loewendahl—Mobilization of the human body. 

Burnet & Fenner—The production of antibodies. 2nd 
edition. 

Cleckley—The mask of sanity. 2nd edition. 

Haun—Psychiatric sections in general hospitals. 
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Krupp et al.—Physician’s handbook. 6th edition. 

Kuntz—The neuroanatomic basis of surgery of the au- 
tonomic nervous system. 

Maliniac—Breast deformities and their repair. 

Meyer—Kinetic bandaging. 

Miles & Pirie—The nature of the bacterial surface. 

Parsons & Duke-Elder—Diseases of the eye. 11th edition. 

Patterson—An explanation of the biologic functions of 
the body in health and disease. 

Portmann—Clinical therapeutic radiology. 

Samuels—Management of peripheral arterial diseases. 
Revised edition. 

Selye—The physiology and pathology of exposure to 
stress. 

Spurling—Practical neurological diagnosis. 4th edition. 

Sunderman & Boerner—Normal values in clinical medi- 
cine. 

Titus—The management of obstetric difficulties. 4th edi- 
tion. 

Ward & Hendrick—Diagnosis and treatment of tumors 
of the head and neck. 

Wartenberg—The examination of reflexes. 

Wells—Clinical pathology, application and interpretation. 

Wolf—The urinary function of the kidney. 


Wanted Contract Practice. 

Physician desires contract practice in either in- 
dustrial section or coal mining area with guaranteed 
salary and opportunity for developing private prac- 
tice. Give particulars in first letter. Address “Con- 
tract Practice’, care Virginia Medical Monthly, 1200 
East Clay Street, Richmond. (Adv.) 


Wanted— 

General practitioner to work with established clinic 
hospital group in small Virginia city. Partnership 
available after one year. Address “Clinic”, care this 
journal, 1200 East Clay Street, Richmond 19, Va. 
( Adv.) 


For Rent— 
Doctor’s or dentist’s office available immediately, 


corner of Harrison and Franklin Streets. Call 
5-4397, Richmond. (Adv.) 


OBITUARIES 


Dr. Charles Milton Clendenen, 

Beloved physician of Damascus, died September 
29, 1950, at the George Ben Johnston Memorial 
Hospital in Abingdon. Dr. Clendenen was born in 
1883 in Lee County and moved to Washington 
County at an early age. He was educated in the 


public schools of Washington County and at King 
College, Bristol, Tennessee. He received his degree 
of doctor of medicine from the University College 
of Medicine, Richmond. He began the practice of 
medicine in the coal fields of West Virginia, coming 
to Damascus in 1910. For many years he traveled 
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by horseback answering calls over a wide rural area, 
administering with untiring devotion to his patients 
day and night. Dr. Clendenen had a fine personality 
and a high regard for ethics. He brought to his pa- 
tients the best professional services of the general 
practician. He was a most competent and faithful 
doctor and friend to the public. Dr. Clendenen was 
very active in civic and business affairs, being a char- 
ter member of the Citizens Club and president of the 
Bank of Damascus. He belonged to the Masonic 
Lodge and was a trustee of the Methodist Church. 
He was married in 1938 to the former Helen Boucher 
of Damascus who survives him. He is also survived 
by three sisters. 

Dr. Clendenen was a valued member of the Wash- 
ington County Medical Society and all who knew and 
worked with him respected and admired him. We 
who belong to the medical profession along with his 
countless friends mourn his loss and therefore adopt 
this resolution of sympathy in memoriam: 

Be Ir Reso.vep that in the passing of this member our 
Society has sustained a profound loss as well as the re- 
spective community in which he lived and worked so 
unceasirgly ; 

Be Ir Reso_vep that the members of this Society ex- 
press their sincere sympathy to Dr. Clendenen’s family 
in their bereavement; 

Be Ir FurtHer REso.vep that a copy of these resolu- 
tions be spread on the minutes of our Society, a copy sent 
to the Vircinta Mepicat MontHLy: and a copy to his 
widow. 


James M. Suter, Chairman 

C. FREDERICK JOHNSTON 

RectTrr S. LEGARDE 
Committee 


Dr. Rowland H. Walker, Jr., 

Of Norfolk, died in Elizabeth, New Jersey, No- 
vember 27, following a heart attack. He was a native 
of Norfolk and forty-one years of age. Dr. Walker 
graduated in medicine from the University of Penn- 
sylvania in 1934 and, after some time spent in Mar- 
tinsville, moved to Norfolk to practice in 1947. He 
was a widely known consultant of the Hubard Dia- 
betic Foundation. His wife and two daughters sur- 
vive him. 
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Dr. Claude R. Robinson 

Of Max Meadows died in September 1950 at the 
age of eighty. He graduated from Baltimore Uni- 
versity School of Medicine in 1892 and later took 
post-graduate work at the University of Virginia. He 
was a member of the Southwestern Virginia Medical 
Society and was made a Life Member of the Medical 
Society of Virginia in 1948. 


Dr. James W. Miller, 

Pembroke, died September 1, 1950, at the age of 
seventy-six. He graduated in medicine from the 
former University College of Medicine, Richmond, 
in 1902, and was a member of the Southwestern Vir- 
ginia Medical Society and the Medical Society of 
Virginia. He is survived by his wife and four chil- 
dren, 


Dr. Hawes Campbell, Jr., 

Of Alberta, was found dead in his room Novem- 
ber 22, apparently the result of an over-dose of sleep- 
ing medicine. He was forty-five years of age and a 
graduate of the Medical College of Virginia in 1932. 
He is survived by two children, in addition to. his 
mother and several others. 


Dr. Susan A. Price, 

Retired physician of Williamsburg, died Novem- 
15 following a heart attack. She was seventy-seven 
years of age and pioneer woman physician of Wil- 
liamsburg. She was a graduate in medicine from 
the Woman’s Medical College of Baltimore in 1907 
and had also served as physician to several girls col- 
leges for a time. A sister and two brothers in Mar- 
linton, W. Va., survive her. 


Dr. William Burton Fowlkes, 

Retired physician of Danville, died December 4. 
He was a native of Pittsylvania County and gradu- 
ated in medicine from the Medical College of Vir- 
ginia in 1914. He was with the medical corps of the 
Navy during World War I. Dr. Burton was for 
sometime a member of the Medical Society of Vir- 
ginia. His sister and two brothers survive him. 
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